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SAUL H. FISHER, M.D. 


The recovered patient returns 


When a patient suffers a psychiatric illness 
serious enough to require hospitalization, 
this usually means a complete rupture in 
the social functioning of that individual. 
Not only is there a disorder in his idea- 
tional, emotional and behavioral processes 
but both the illness and the hospitalization 
make it impossible for him to relate con- 
structively to his friends and family and to 
perform socially and economically useful 
work. He is abruptly removed from the 
normal stream of social existence, and usu- 
ally remains so for a considerable period of 
time. 

If circumstances are fortunate and the 
therapeutic forces effective, the patient re- 
covers to a point where discharge from the 
hospital is considered. At this point the 
patient is confronted with many overwhelm- 
ing problems. Usually he is not fully re- 
covered and is still plagued with thoughts 


to the community 


and feelings which remind him of the pos- 
sibility of a recurrence. He is aware of a 
feeling of failure, of a sense of shame and 
loss of self-esteem, and because of his illness 
is afraid to return to the community, to 
cope with the many demands and expecta- 
tions society will make upon him. He may 
be literally alone with no family to return 
home to. If he has a family, it may lack 
understanding and greet him with hostility. 
He is economically dependent, usually with- 
outa job. His illness may make it necessary 





Dr. Fisher presented this paper October 28, 1957 
at the 6th annual institute of the Mental Health 
Association of St. Louis. He is assistant professor of 
clinical psychiatry at New York University College 
of Medicine; assistant visiting neuropsychiatrist at 
Bellevue Hospital; director of psychiatric services at 
the Institute of Physical Medicine and Rehabilita- 
tion, New York University-Bellevue Medical Center, 
and psychiatric consultant to the Fountain House 
Foundation. 
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for him to learn a new skill or trade. 

The return of the mental hospital patient 
to the community is fraught with danger 
and anxiety, and many fail to achieve it, 
relapsing to the hospital within the first 
year of discharge. This problem has been 
intensified and emphasized by the recent 
dramatic change in state hospital statistics, 
where there has been a noticeable increase 
in discharge rate and a decrease in resident 
patient population. Whether this results 
from the effectiveness of the new drugs, or 
from increased appropriations for person- 
nel, or both, the fact remains that the prob- 
lem of rehabilitation, of assisting the dis- 
charged patient to integrate into the 
community—to bridge the gap between hos- 
pital and community—this problem is as- 
suming increased importance and urgency. 

Perhaps it would be well to examine in 
more detail this tragic and poignant cycle 
of illness, hospitalization and discharge. 
Rehabilitation is a philosophy; to be sure, 
a very valuable addition to the modern ap- 
proach to human ills. But it is also a tech- 
nique or a series of techniques, without 
which attempts at rehabilitation would cer- 
tainly fail; and to develop technique, we 
must understand the problems and the 
needs. The great success of rehabilitation 
in the physical disabilities is based not only 
on inspired humanitarian leadership but on 
a detailed and scientific understanding of 
the many problems and needs of the physi- 
cally disabled, of the differences as well as 
the similarities among the many types and 
etiologies. The problems of a young ado- 
lescent paraplegic are different from those 
faced by an older, more mature individual. 
The problems of the brain injured are dif- 
ferent from those not so injured. The up- 
per extremity amputee presents problems 
different from the lower extremity amputee. 
Similarly, all the physical rehabilitation 
techniques in the world would be of no 
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avail if the psycho-social-vocational prob- 
lems were not treated. Recognition of all 
these problems, and attempts at their solu- 
tion—these, along with the wonderful hu- 
manitarianism and democracy contained in 
rehabilitation philosophy, have been re- 
sponsible for its success, and continuing 
successes. 

So it is with the psychiatrically disabled. 
Unless we are clear as to what kinds of ill- 
nesses we are dealing with, unless we know 
what has happened in hospitals, unless we 
know what problems face the recovered pa- 
tient after discharge, rehabilitation becomes 
an academic exercise, or at best an exercise 
in humanitarian social welfare, and not a 
dynamic process with a therapeutic impera- 
tive, whose aim is “to restore the individual 
to the fullest physical, mental, social, voca- 
tional and economic usefulness of which 
he is capable.” 

Patients who enter psychiatric hospitals 
do so for a variety of reasons and suffer 
from a variety of diseases. As a rule, when 
a patient exhibits gross disturbances in his 
thought processes, emotional expression or 
behavior, when it is considered by com- 
petent psychiatrists that these symptoms re- 
flect a serious disorder dangerous to the pa- 
tient or to others, and when it is considered 
that the patient cannot be treated in an 
ambulatory situation, recommendation is 
made for hospitalization. The patient may 
enter voluntarily or he may be committed 
after certain legal procedures. 

The experience of hospitalization has dif- 
ferent meanings for different patients. For 
some it is welcomed as a refuge, as an escape 
from a terrifying world. Most patients, 
however, react with great fear, seeing it as 
an incarceration, an imprisonment for a 
crime they feel is not a crime. This is 
fostered by the legal trappings surrounding 
commitment procedures, and by the all-too- 
prevalent impersonal and often primitive 





attitudes manifested by those responsible 
for the’commitment. Frequently this fear 
is labeled paranoid, when actually it em- 
bodies a reflection of the actual state of 
affairs that exists in so many of our state 
hospitals. In any case, the hospitalization 
is very threatening, representing the final 
rupture in the contact of the individual with 
social reality. However distorted his per- 
ceptions of reality may have been, he still 
was part of society. 

The illnesses from which the hospitalized 
patient suffers are varied. The majority of 
patients have what are called functional 
disorders, without known organic or toxic 
cause. Schizophrenia, manic-depressive psy- 
chosis, involutional psychosis and severe 
neurotic disorders make up the major por- 
tion of these illnesses. The organic and 
toxic psychoses are represented by the senile 
and arteriosclerotic processes and by alco- 
holism. 

The main problem today are the schizo- 
phrenics, who make up more than half 
the admissions to mental hospitals. The 
precise cause of schizophrenia is not known. 
There is evidence that genetic factors are 
involved, although these factors by them- 
selves cannot produce schizophrenia, only a 
tendency to it. Recent work has implicated 
biochemical and physiological factors, but 
here there is nothing specific nor definitive; 
and much of what is being observed may be 
results of schizophrenia rather than causes. 
Much emphasis has been placed on early 
infantile experiences, where rejection by 
the mother and trauma during the early 
oral experiences are held to produce a de- 
fect in ego development and a tendency to 
regressive phenomena characteristic of 
schizophrenia. Others have emphasized the 
overall relationship between the mother 
and child, where the mother is seen as a 
sick person whose integrity of personality is 
dependent on the child, where the child is 
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captivated and engulfed, unable to extricate 
himself, unable to develop freely, and can 
escape only by means of a psychosis. Others 
have implicated the family structure and 
the intrafamilial environment in the devel- 
opment of schizophrenia. This view is de- 
rived from the finding that schizophrenics 
emerge almost exclusively from broken, 
severely disturbed or eccentric homes and 
from intensive studies of the family milieus 
in which these patients grow up. Children 
raised in such families are trained to irra- 
tionality and become prone to find refuge 
through denial of reality and altering their 
perception of it. 

Still other researchers, taking a broader 
approach, have attempted to correlate 
social class and culture with schizophrenia. 
For example, in one community it has been 
found that treated schizophrenics of the 
lowest social class are nine times as frequent 
as those of the two upper social classes. 
This same study showed that the treatment 
of all mental patients, particularly of schizo- 
phrenics, is radically different in the differ- 
ent social classes. Upper-class patients are 
diagnosed and referred for treatment earlier 
than lower-class patients. | Upper-class 
schizophrenics are usually referred through 
medical channels, while lower-class patients 
are referred through legal and social chan- 
nels. The upper-class patient is the only 
one who may get the benefit of prolonged 
intensive psychotherapy. The lower class 
is, at best, subjected to organic therapies, 
and often, particularly if first attempts fail, 
receives no treatment at all. 

Whatever the factors “causing” psychi- 
atric illness, whether hereditary and biologi- 
cal, psychological or social—and probably 
all three must interact to produce the final 
outcome of psychosis—it is certainly true 
that social factors play a very important 
role. 

In the hospital the patient will meet with 
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a variety of experiences. The caliber of 
most state hospitals has been improving, 
although it is still shamefully low. Of the 
mental hospitals in the United States 
studied by the Central Inspection Board of 
the American Psychiatric Association, few 
have merited unconditional approval. Men- 
tal hospitals have only 56% of the number 
of beds needed to provide good patient 
care. This is in spite of the increase in 
average daily expenditure for psychiatric 
patients in state hospitals from $1.06 in 
1945 to $3.26 in 1956. Compare this with 
the $10.08 a patient-day spent by the Vet- 
erans Administration and the $24 a patient- 
day in good general hospitals. 

The patient, then, enters a crowded hos- 
pital with insufficient personnel and is 
likely to be treated with physical means, 
such as electroshock, insulin coma, psycho- 
surgery and, more recently, tranquilizing 


drugs. Psychotherapy has been minimal, if 
it is provided at all, and occupational, recre- 
ational and rehabilitative therapy has been 


of a very low caliber. If the patient re- 
sponds to such therapy, well and good; if 
not, he is relegated to a chronic or back 
ward, where he receives no attention except 
the most primitive custodial care and where 
he deteriorates as a personality. 

In recent years psychiatric hospitals have 
been studied as social units, and it has been 
shown that hospital organization, the roles 
of the individuals in the hospital, and the 
functioning of the various subparts of the 
social structure have a bearing on the thera- 
peutic course of the patient and can explain 
many of the symptoms patients show in the 
hospital. We now know that in the best 
existing hospitals extremely regressed schizo- 


phrenics are rare, while the agitated and , 


deteriorated schizophrenics are more fre- 
quently found in the back wards of unsatis- 
factory hospitals. Social factors, then, play 
a very important part in the therapy and 


466 


hospital experience of the mental patient. 

If conditions have been fortunate, the 
patient improves. There is an amelioration 
of symptoms, better contact with reality; 
and after a period of time, the patient is 
considered for discharge. The decision for 
discharge is not only a medical decision; it 
is a social one as well, just as the decision 
for hospitalization is based on social as well 
as medical reasons. The disease may not 
have been changed, but the patient’s be- 
havior has, so a reverse process takes place. 
The patient is not “cured,” as a rule, and 
he still may have symptoms. There is 
nothing unique about this in medicine. Pa- 
tients with tuberculosis may be “arrested,” 
but not cured. A diabetic may be hos- 
pitalized for diabetic coma or shock, treated 
and restored to equilibrium, and dis- 
charged, yet the diabetes is not “cured” in 
the sense of being eliminated forever. The 
patient with heart disease may decompen- 
sate and suffer heart failure. When the heart 
failure is treated, the patient is discharged, 
but still with heart disease. 

So it is with psychiatric patients. The 
process may be arrested or compensated, so 
that some degree of functioning is possible. 
This permits discharge, but it also reminds 
us that unless conditions after discharge are 
favorable a relapse may occur, and the pa- 
tient will be re-admitted to the hospital. 
About 30% experience this the first year 
after discharge. 

We arrive, then, at the main theme of 
this paper, the point where the recovered 
patient returns to the community. What 
problems does he face, and what factors 
determine whether he will remain in the 
community or relapse back to the hospital? 

The first factor is the patient himself. 
There are varying degrees of illness, as well 
as varying degrees of health. Some patients 
have been ill since childhood and never 
have had the opportunity for normal social- 





ization experiences. Others have lived rea- 
sonably productive lives and have become 
ill in adult life. The type of illness is also 
a factor, so that the prognosis in the cata- 
tonic patient is better than that of the para- 
noid. 

Another important factor is the duration 
of the hospital stay. Studies indicate that 
the longer the stay in the hospital, the less 
chance there is for the patient to recover 
both medically and socially. The recent 
introduction of the tranquilizing drugs 
such as chlorpromazine and reserpine have 
significantly influenced hospital population 
rates and discharges. Since 1917, when na- 
tional statistics were first collected from 
mental hospitals, there has been a rise of 
almost 10,000 hospitalized mental patients 
a year. Following the widespread use of 


these new drugs in 1956, for the first time 
in approximately 200 years of the history of 
public mental hospitals in the United States, 


instead of the expected increase of 10,000 
patients, there was a reduction of over 7,000 
patients. In New York there was a 23% 
increase in discharges from state mental 
hospitals between April 1955 and April 
1956. It would be a mistake to attribute 
this to the drugs alone. Coincident with 
the use of drugs, there has been an increased 
appropriation for personnel. Also, the 
drugs, by suppressing many of the symptoms 
of psychiatric illness and by modifying be- 
havior, permit the healthy forces in the 
patient and the socializing forces in the 
hospital to function. Patients become com- 
municative, and psychotherapy and reha- 
bilitative procedures are more possible. 
The morale of the staff is improved and this 
in turn has a beneficial effect on the patient. 
Hope can be infectious, while hopelessness 
is demoralizing. To emphasize this point, 
the 23% increase in discharges in New York 
was accompanied by only a 0.5% drop in 
resident population, which means that pa- 
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tients are still being admitted to the hos- 
pital and the drugs are not yet preventing 
this. Also, from 1955 to 1956 there was a 
5.7% increase in resident population in 
Tennessee and a 4.5% increase in Mary- 
land. So the drugs, by themselves, are not 
magical. 

The fact that drugs can influence the 
duration of hospital stay is of tremendous 
importance, however, for this improves 
prognosis and should improve the ability of 
schizophrenics to be resocialized and re- 
habilitated. This, of course, remains to be 
seen. 

The duration of hospital stay is deter- 
mined not by medical considerations alone 
but by social factors as well. The existence 
of a family which is willing to accept the 
patient home is a very important factor. 
The absence of a family strongly militates 
against the eventual recovery of the pa- 
tient. It was pointed out earlier that social 
class plays a significant part in all aspects 
of schizophrenia, and it also does in the 
social rehabilitation of the mentally ill. In 
the study referred to, social rehabilitation 
was rare in the lower social classes but not 
uncommon in the upper classes. 

Many reasons have been delineated for 
relatives’ not accepting a patient, mani- 
fested by lack of visits to the patient while 
in the hospital or refusal to accept him 
home after discharge. Some of these reasons 
are: 


1. Anxiety and guilt about the patient. 
2. Stigma attached to mental illness. 


3. Contact with the patient is embarrassing 
or painful, bringing back unpleasant mem- 
ories of the difficult period when the pa- 
tient first became ill; or visits are not con- 
sidered beneficial by the relatives because 
the patient rejects them, fails to recognize 
them or denies that they are his relatives. 
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4. Long periods of separation from the pa- 
tient result in a loss of interest on the part 
of the family; frequently, the patient's re- 
sponsibilities in the home are taken over by 
another member in his absence, with the 
result that the patient gradually loses his 
place in the family. 


5. Difficult personal adjustments and finan- 
cial burdens are associated with the pa- 
tient’s return. 


6. The patient lacks normal identification 
with his parents and is unable to establish 
close family ties. 


7. Difficulties in transportation. 


8. Discouragement about the patient’s lack 
of progress, and a final decision that it is 
“better to forget him completely,” some 
relatives adding, “as though he were dead.” 
One observer has stated that the denial of 


the patient’s existence by the family may 
bring about his death in the institution. 


In recent years I have had the opportu- 
nity to work with a talented artist who suf- 
fered a schizophrenic breakdown at the age 
of 29, was hospitalized for nearly ten years 
in state hospitals, and despite a variety of 
physical therapies made no improvement. 
He was relegated to a back ward as hopeless, 
and his family was so informed. He spent 
his time literally walking around in circles. 
One day he stopped in his aimless and 
bizarre behavior, and said to himself: 
“Either you go up or you go down. You 
have no more to give to this.” He decided 
to go up, and from that moment his drive 
was to rejoin society, to become part of it 
and to give to it his talents. He deter- 
mined to get out of the hospital, seek treat- 
ment and get well. His recovery in the 
hospital was dramatic, and within ten days 
he was discharged home to the care of his 
father. He sought treatment in a clinic, 
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came under our care, and we have been 
working together since. He is not com- 
pletely well, but he is working very well, is 
self-sufficient, very productive and increas- 
ingly creative in his own work. Socially he 
is quite active and has many friends. No 
one could guess his history. 

Detailed study has revealed that this 
man’s mother had never visited him in the 
hospital and that she died about a year be- 
fore his spontaneous recovery. It took him 
that long to accept the fact that she was 
really dead and that what he wanted of her 
he could never get. This is an unusual 
case, but illustrative of the point I am try- 
ing to make. 

Of course, there are other factors which 
operated in this man. For in him, as in 
many patients, there was health, some 
source of talent or capability, some tie with 
normal living, which could be drawn upon 
when the time came. There is a struggle 
between health and illness in psychotic pa- 
tients, and given the right conditions the 
health will emerge. In treatment and in 
rehabilitation we must be concerned with 
this health, to seek it out, to foster it and 
encourage it. That is why, too, when this 
is known and observed, real empathy and 
respect can be developed for the mentally 
ill, at times far more than for many so- 
called normal and successful people. The 
psychotic person at least is struggling with 
values, goals, feelings, while many socially 
successful people are really empty shells or 
at best have accepted without question 
values and goals which are selfish and often 
destructive. Profound wisdom can be 
learned from illness. : 

The discharged patient, then, is con- 
fronted with a family, accepting or reject- 
ing, or no family at all. But the family is 
not the only obstacle he must hurdle. He is 
discharged also to a neighborhood, a com- 
munity, and perhaps to a work situation 





with employers and fellow workers. Studies 
in England have shown that the chief fac- 
tors determining success following discharge 
lie in the acceptability of the patient’s ill- 
ness in the eyes of his family, his fellow 
workers and his neighbors, in that order of 
importance. A recent study from Jugoslavia, 
a communist state where emphasis on work 
is so obviously stressed, indicated that the 
most common sources of difficulty lay with 
plant managers and fellow workers. In 
this country, most people are concerned 
with being like their neighbors, and being 
different is very painful. In France, how- 
ever, it is stated that being like their neigh- 
bors is painful, and most Frenchmen strive 
to be different. 

Apparently cultural factors play a part 
here, but we can safely say that negative 
attitudes and hostility on the part of the 
community pose very difficult obstacles to 
recovery. A history of mental illness is seen 
as a stigma, a reason to be shunned. Nor- 
mal friendships are difficult to establish, 
and jobs are very difficult to obtain. Em- 
ployers are happy to support mental health 
projects with funds and time and energy 
but react quite differently when they are 
approached to hire a previously mentally 
ill person. 

One would suppose that education could 
easily overcome these attitudes. An at- 
tempt was made recently, under controlled 
conditions, to change a community's nega- 
tive attitudes toward mental illness and the 
mentally ill by means of an intensive edu- 
cational program. When the study was 
completed, to the great surprise and chagrin 
of the researchers, no change was effected 
in these attitudes. In fact, in many in- 
stances the attempt was resented. This led 
to some soul-searching on the part of the 
investigators, and they came up with a 
startling observation. They had started the 
program on the assumption that the nega- 
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tive attitudes toward mental illness and the 
mentally ill were irrational. Actually they 
found that many of these attitudes reflected 
a knowledge of the state of affairs in the 
local state hospitals at that time—over- 
crowding, incarceration, poor treatment or 
lack of it, and a hopeless outlook. No 
wonder the townspeople resented the pro- 
gram. In essence they were being told to 
believe otherwise than what they knew to 
be the truth. 

Fortunately, we are in a better position 
today. Hospital conditions are improving. 
Treatment of mental illness is more hope- 
ful. And with the development of rehabili- 
tation programs the outlook will be even 
better. But this does emphasize the tre- 
mendous responsibility we have, for what 
we promise and what we do will reflect on 
the attitudes of the general public. Edu- 
cation without precept and proof will be 
largely ineffectual. 

Having touched on some of the problems 
facing the recovered mental hospital pa- 
tient and his return to the community, we 
now raise a question: What is currently 
being done and what can be done to help 
the patient reintegrate into his family, job 
and community, and to prevent relapse and 
re-admission to the hospital? Time does 
not permit a complete review, but perhaps 
a few examples will crystallize our thinking. 


1. Rehabilitation must begin in the hos- 
pital, from the very point of admission. 
Attitudes of personnel toward the patient, 
the social organization of the hospital, and 
rehabilitation activities in the hospital are 
of tremendous importance. Much has been 
learned in recent years, and excellent pro- 
grams have been instituted in several hos- 
pitals. Pilot studies such as that being 
carried out at the Boston State Hospital, 
with the support of the National Institute 
of Mental Health, will be of tremendous 
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value to all hospitals. Most state hospitals, 
however, have not yet utilized what knowl- 
edge we do possess in this area. 

It should be added that problems such as 
the size and location of psychiatric hospitals 
are pertinent to rehabilitation. It is gen- 
erally agreed that the tremendous size of 
state mental hospitals, and their isolation 
from the community, lead to failures both 
within the hospital and in the hospitals’ 
relations with the community. 


2. Concern with the family should begin as 
soon as the patient is admitted. Negative 
attitudes should be countered and every 
effort made to enlist the aid of the family. 
Active psychiatric social work, as well as 
group therapy and education with members 
of the family, are common means of accom- 
plishing this. I have emphasized above 
how crucial this step is. 


3. Where no family exists, or where the 
family is completely rejecting or is rejected, 
substitutes can be provided. Volunteers 
can assume this function in the hospital and 
are very valuable in providing a link be- 
tween the patient and healthy individuals 
from the community. They should be 
properly educated and oriented so that they 
can understand the needs and problems of 
the patient and work harmoniously with 
the hospital personnel. 

Another method is to utilize foster homes 
for the patients. This link can be started 
while the patient is still in the hospital. 
While pilot studies indicate the value of 
such a program—in New York the recovery 
of family-care patients averaged 30% higher 
than those in institutions, and to the doc- 
tors’ surprise some 14% of those for whom 
no improvement was expected were dis- 
charged as convalescent or recovered—this 
method has not found as wide acceptance 
as it should. 
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That the psychiatrically handicapped 
person can live and work in normal sur- 
roundings has been demonstrated by the 
village of Gheel in Belgium, where a tradi- 
tion of home care has been maintained 
since the early Middle Ages. Today a small 
mental hospital of 175 beds acts as the 
center for supervision of over 2,500 men- 
tally-defective and psychotic patients who 
live in the households of the surrounding 
countryside. The foster parents are mostly 
farmers (a few are shopkeepers and arti- 
sans) who receive the equivalent of $5 to 
$10 a week toward upkeep. One can ob- 
serve patients at work on the farm and at 
home, and they get along fine. In this 
tolerant setting some patients spontaneously 
recover, but it is felt that more would if the 
occupational therapy were more deliberate 
and if the religious tradition behind this 
program did not lead to patients being re- 
garded as recipients of charity, as pitiful 
but inferior beings. Such an attitude seems 
likely to perpetuate feelings of dependency 
rather than to encourage patients to reas- 
sert their social independence. 

Another possibility is the development 
of residence clubs, such as Quarters House 
in San Jose, Calif. Supported by a research- 
demonstration grant from the Office of Vo- 
cational Rehabilitation, Quarters House is 
a residence for patients who have no home 
who are discharged from the 4,200-bed Ag- 
news State Hospital nearby. Residents are 
admitted for a maximum of twelve weeks, 
during which a staff of two professional 
workers provides supportive counseling and 
assists residents in finding suitable employ- 
ment. During its first six months of opera- 
tion, Quarters House admitted 15 residents 
who had been hospitalized an average of 
more than three years. At the end of six 
months five had obtained permanent em- 
ployment; two others had temporary jobs 
but earned enough to move out of the 





House. Of the three unable to find em- 
ployment, two were on public assistance 
and the third was living at home. Two 
were still at Quarters House. 


4. The importance of work in the preven- 
tion of deterioration of chronic mental hos- 
pital patients has long been known and has 
found support by psychiatrists since the days 
of Pinel in 1801. But work is valuable not 
only as a preventive for deterioration but 
as a vehicle for social rehabilitation. Work 
is a source of satisfaction, a release from 
tensions, a source of self-esteem and status. 
Galen, in 172 A.D., wrote: “Employment is 
nature’s best physician, and is essential to 
human happiness.” 

This past summer I had the good fortune 
to familiarize myself with work programs 
in European hospitals. In England much 
emphasis is being placed on occupational 
treatment of chronic psychotics, with im- 
portant research in this area supported by 
the Medical Research Council, Maudsley 
Hospital, and the department of psychiatry 
at the University of London. A workshop 
is set up on the hospital grounds, and the 
work done is not “craft” work or diver- 
sional but contracted for by local industry. 
Dr. Carstairs, in charge of this study, be- 
lieves that work is most effective when it 
corresponds as closely as possible to the 
conditions prevailing in contemporary so- 
ciety. This has been demonstrated in the 
treatment of mentally defective as well as 
chronically psychotic patients. 

Another interesting feature in England 
is the existence of Industrial Rehabilitation 
Units, to which anyone with a work prob- 
lem can be referred. There are eleven of 
these throughout Britain. Essentially they 
are rather elaborate workshops run by pro- 
fessional as well as technical personnel. 
Patients with all types of disability are ac- 
cepted, including psychiatric, provided 
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they are suitable to the 12-week course. The 
course has two main objectives: first, to 
help those who have been out of work for 
some time (usually as the result of illness) 
to become gradually used to working con- 
ditions and to make them fit to do a full 
day’s work; second, to find out whether they 
can still do the job they used to do before 
illness, and if not to find out what other 
kind of work they are best able to do. Here 
too the work is contracted for with local 
firms. 

There are many other programs in Eu- 
rope—in France, Holland and the Scandi- 
navian countries—and each seems to be 
patterned by social and cultural traditions 
peculiar to each country. Thus, in Dutch 
hospitals, Calvinist traditions of responsi- 
bility and duty are emphasized, and this has 
led to a certain authoritarianism and puni- 
tive quality in their attitudes. In Scandi- 
navian countries, however, full occupation 
has been combined with a libertarian policy 
to such good effect that in the Dikemark 
Hospital in Oslo and the State Mental Hos- 
pital in Kleppur, Iceland, for example, sed- 
ative drugs are used very little for chronic 
patients, and E.C.T. not at all. 

In the United States work programs have 
been instituted in many hospitals, some us- 
ing remuneration as an incentive. Most 
of the patients work at jobs which are part 
of hospital duties—gardening, kitchen, 
cleaning and office work. Veterans Admin- 
istration hospitals have been quite advanced 
in such programs. There is very little, how- 
ever, in the way of sheltered workshops for 
the psychiatric patient. Altro Workshops 
in New York, formerly devoted to tuber- 
culous and cardiac patients, have recently 
accepted psychiatric patients, but this is the 
only agency with which I am familiar that 
does so. 

The Office of Vocational Rehabilitation, 
since the passage of the Barden-La Follette 
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Act in 1943, has provided assistance to the 
psychiatrically disabled as well as the physi- 
cally disabled. In 1955, 742 persons with 
psychosis were rehabilitated through this 
agency. Of these, 91.8% were unemployed 
when accepted, 52.2% were dependent on 
their families for major support and 11.6% 
were on relief. They received guidance, 
counseling and placement, with about one- 
third receiving vocational] training as well. 
The annual earnings of the group before 
rehabilitation was $63,000. One year after 
rehabilitation the estimated annual earn- 
ings of the 742 persons was $1,541,600. 
This is a selected group, but is a good index 
of what can be done. The economics are 
impressive, but who can calculate the 
human gains implicit in these figures? 
With the aid of a modest grant from the 
same Office of Vocational Rehabilitation, 
the Rehabilitation Center of Greater St. 
Louis is now engaged in an experimental 
project providing occupational therapy, 
pre-vocational work experience and related 
services to mental hospital discharges. The 
interesting aspect of this experiment is that 
these patients are being served by a center 
that primarily serves the physically handi- 
capped. This is a healthy trend, because 
advanced rehabilitation centers for the 
physical disabilities usually have good psy- 
cho-social-vocational services which can be 
used for the mentally ill, and the mixing 
of the two groups should be good for both. 


5. One of the most difficult problems the ex- 
patient faces upon return to the community 
is that of finding friends and companions 
with whom he can begin to recreate the 
kinds of relationships which are an impor- 
tant part of most people’s lives. The dis- 
charged patient is frequently shy and pain- 
fully self-conscious in the presence of others. 
He frequently feels anxious, rejected or em- 
barrassed by the behavior of perhaps well- 
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meaning people when they discover that he 
has been in a mental hospital. Many pa- 
tients will not or cannot seek out compan- 
ions, and so retreat into painful social iso- 
lation. To overcome this difficulty, social 
clubs of ex-patients have been organized. 
One such program, the Fountain House 
program, has been in existence since 1948. 
This began as a social club, but in recent 
years has grown into a more comprehensive 
rehabilitation center, including group ac- 
tivity in the community and pre-vocational 
training. Other clubs exist, such as Re- 
covery, Inc. in Chicago and one connected 
with the Chicago Community Clinic. The 
effectiveness of these clubs must be meas- 
ured not only by whether re-admission rates 
are appreciably diminished, but also by 
whether they enhance the continuing psy- 
chological growth of patients by weaning 
them away from the club into other com- 
munity organizations. Fountain House is 
in the process of accumulating such data, 
and it should be valuable for similar groups. 

An important feature of Fountain House 
is its organization. Based as it is on a group 
activity program, it can multiply in num- 
ber of groups, limited only by funds and 
personnel. Also Fountain House, as a 
model, can be easily duplicated in other 
towns and cities, without unreasonable cost. 
Centered in the community, it serves as an 
effective bridge between the hospital and 
the community. 

Because of limitation of time and subject, 
I have said nothing about psychiatric treat- 
ment after discharge, nor the newer types 
of hospital care such as open door, day hos- 
pital and night hospital. The programs I 
have mentioned are concerned with the so- 
cial and vocational rehabilitation of the 
recovered or the chronic psychiatric patient. 
An overall review points up the criticisms 
that these programs tend to approach the 
problems of such patients in a fragmented 





fashion, and many of them lack a research 
orientation which is so necessary for self- 
evaluation and communication to others. 

If we can learn anything from experience 
with the physically disabled—and we should 
because it has been so effective—we should 
aim to satisfy not only the isolated needs 
of the ex-patient but to integrate services 
on all levels. The idea is to treat the pa- 
tient as a totality, not as a series of parts, 
and only a truly integrated program can 
achieve this. This would require close co- 
ordination between the hospital, the re- 
habilitation center and the community, and 
this can be achieved only with the full co- 
operation of all governmental, community 
and private agencies. 

I have attempted to describe the social 
aspects of psychiatric illness, from onset to 
hospitalization to treatment to discharge 
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and return to the community. I have done 
so because these social factors have such a 
bearing on our thinking about rehabilita- 
tion. They do not conflict with biological 
or psychological treatment; rather, they 
complement, and make treatment more ef- 
fective and permanent. 

In closing, I'd like to quote from that 
rationalist Greek physician, Hippocrates, 
the Father of Medicine, who wrote an 
aphorism, part of which must be familiar 
to you: “Life is short, and the art long; the 
occasion fleeting, experience fallacious, and 
judgment difficult. The physician must not 
only be prepared to do what is right him- 
self, but also to make the patient, the at- 
tendants, and externals cooperate.” I sub- 
mit that this aphorism correctly expresses 
our purpose in rehabilitation. 





Notes on rehabilitation 


The particular meaning we are attaching to “rehabilitation” derives from the following 


assumptions: 


1. The disability associated with psychotic mental illness is enormous. 


2. The illness and the associated disability are not necessarily homogenous or synonymous. 


§. Disability is only in part intrinsic to the illness. 


4. Disability is in large part an artifact of extrinsic origin. 


5. Since the disability is an artifact it is not inevitable and something can be done about it. 


6. The factors which produce disability are multiple. 


7. The multiple extrinsic factors have a common origin in traditional attitudes toward 


the mentally ill in our culture. 


Most of these seven assumptions are just consequences and elaborations of the one cen- 
tral assumption that much of the disability associated with psychotic illness is not a part 
of the illness as such—Robert C. Hunt, M.D., Hudson River State Hospital, Poughkeepsie, 


N. Y. 
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J. H. KAHN, M.D., D.P.M. 


Community responsibilities 


for mental health 


I wish to start with the simple thesis that 
the community is an extension of the fam- 
ily. This is self-evident when we consider 
that the first community that any individual 
knows is himself and his mother—a minia- 
ture community bound together first by a 
physical union and then by ties of affection. 
We can trace the development of additional 
ties that successively include father, brothers 
and sisters, and other relations; and then a 
wider community of school, neighbourhood, 
occupation, town, country, political, recrea- 
tional, cultural, national and, finally, inter- 
national—the community of the human 
race. 

Dr. Kahn, who is a psychotherapist in the depart- 
ment of psychiatry at the University of Leeds and 
consultant on child psychiatry to the Leeds regional 
hospital board, delivered this paper November 6, 


1957 at Nelson at the inaugural meeting of the 
National Association for Mental Health for East 


Lancashire. 
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But one could start in another way— 
studying the community as existing in its 
own right, and having structure—with the 
individuals forming part of that structure. 
The community offers the individual cer- 
tain advantages—protection from the haz- 
ards of nature and from attack by other 
communities—and in return it demands 
the observance of certain standards and 
rules of behaviour. A community looked 
upon in this way puts limits on the services 
it offers to individuals. It first seeks to 
protect its own existence. 

The view that we take of this meaning of 
community organisation will result from, 
and be influenced by, the standpoint from 
which we make our observations. Politi- 
cians, historians, economists, anthropolo- 
gists, sociologists, philosophers and religious 
thinkers all make their contribution to this 
study of our community structure. 





Psychiatrists mostly work with the indi- 
vidual and therefore when they think of 
the community they think of the impact 
that the community makes upon the indi- 
vidual and of the way each individual life 
is shaped by the responsibilities that the 
community imposes upon the individual. 

No one viewpoint is self-contained, and 
the resultant views taken of the responsibil- 
ity of community to individual and indi- 
vidual to community are reflected in the 
ethics of the age and in the culture in 
which we live. 

Cultures have varied and do vary in the 
degree to which the community is prepared 
to provide for those of its members who are 
unable to provide for themselves. Histori- 
cally, we see communities develop as the 
complexities of agriculture, manufacture 
and trade make it impossible for each indi- 
vidual or each family to be self-sufficient. 
Communities. increase in size with the in- 


crease in specialisation of function and the 


use of natural resources. Living together 
brings out conflicting interests between the 
individual and the community as a whole. 
The care of the dependent may be looked 
upon as a burden. Some primitive com- 
munities did not accept this burden and 
left their sick and aged in the forests to die. 
We tend to measure the advance of civilisa- 
tion by the progress in acceptance of respon- 
sibility for the weak. Yet even in our own 
lifetime we have seen, in some quarters, the 
state as a community exalted above indi- 
vidual human life. Everywhere there is 
conflict within the community structure be- 
tween the acceptance of provision for the 
perceived need of dependent individuals on 
one hand and the wish to disown this re- 
sponsibility on the other hand. 

I would like to discuss the problem today 
from the starting point of the development 
of the individual’s personality. We can 
define personality in many ways and in fact 
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an important work on personality devotes 
its first chapter to fifty different definitions. 
I shall not take any one of the fifty, but I 
shall adopt, and slightly adapt, one of the 
definitions in the Oxford English Diction- 
ary: “Personality is the assemblage of quali- 
ues that makes each individual unique.” 
The qualities I shall discuss will be under 
three headings—physical, intellectual and 
emotional—physical referring to body struc- 
ture, intellectual referring to inborn capac- 
ity rather than actual educational attain- 
ments and emotional referring to the 
feeling part of mental life or the capacity to 
love and hate and to enter into relationships 
with other individuals. 

I start with these three qualities because 
it is in these three aspects of life that we 
may be inadequate or in which we may be- 
come ill. We start with a certain inborn 
level of potentialities in all these qualities 
and we develop them or not up to the limits 
of those potentialities according to the way 
in which we are fed—that is, fed with physi- 
cal, intellectual or emotional food. We all 
start dependent, completely helpless, need- 
ing protection for our very survival. Life 
begins in a state of complete dependence 
within the womb and proceeds from that 
state from birth onwards towards some de- 
gree of independence, an independence 
which is never completely achieved. In the 
early stages there are certain basic needs and 
perhaps we could call them basic rights. 
There are the material needs—food, cloth- 
ing and shelter, and care and protection 
from injury and disease, and a more com- 
plex kind of care if injury or disease actu- 
ally occurs. Above all this there are three 
further basic needs: 


1. Love—as of right and not dependent 
upon any particular type of behaviour. 


2. Outlets for expression of the individ- 
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ual’s ability in a manner appropriate to 
the age and individual qualities. 


$. Standards of behaviour. 


To be able to give all three is acceptance; 
to deny any one of them is a degree of 
deprivation. We may see individuals with 
every material possession, and with the most 
complete physical care, who suffer in their 
personality development from the lack of 
one of these three basic needs. We learnt 
much in the nineteenth century about our 
material needs and our standards are much 
higher now than then with regard to food, 
clothing, hygiene, housing and the care of 
physical illness. The care of physical ill- 
ness had in the past been an individual or 
family affair. It has gradually become a 
community responsibility. Perhaps starting 
with the care of infectious diseases, which 
are a danger to the community, services 
were provided as much to protect the com- 
munity from the ill person as to provide 
comfort for him. Eventually both needs 
were met by the same process. The idea of 
public responsibility and public health has 
spread and now, under the provisions of 
our National Health Service, most of the 
treatment of physical illness is provided for 
the individual by the community. Not only 
care of illness but its prevention and the 
attempt to raise the standard of health has 
become a communal concern. Reduction 
in maternal and infant mortality and the 
virtual elimination of certain infectious dis- 
eases, together with the discovery of effective 
treatment for many once fatal diseases, have 
become possible through co-operative ef- 
forts of the community, and this is revealed 
in what we used to mean by the term “vital 
statistics.” It has a different meaning now! 

The very success of the physical care of 
children has led us to see some deficiencies 
which were formerly overlooked, and other 
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deficiencies that have been created by our 
too close attention to other matters are now 
becoming evident. Health is not physical 
well-being alone. It includes mental and 
social well-being too, and the material out 
of which we built our mental and social 
health is the three basic needs of love, out- 
lets and standards. It is love which enables 
us to give the other two—outlets for ex- 
pression of individuality and the limits 
within which to be safe. There are con- 
flicts over these two needs, within the family 
as within the community and within the 
individual as within the family. The con- 
flict is between desires for dependence and 
independence. Each party may seek the 
advantages of both states at the same time. 
The child seeks to assert its own will and 
individuality, from an early stage—striving 
towards independence, yet regressing from 
time to time to utter dependence. The par- 
ent, as later does the state, demands obedi- 
ence to certain standards, and sometimes 
the parent wishes to withhold independence 
and sometimes to impose it on a child in- 
sufficiently mature. There are inconsist- 
encies on all sides. There is within the 
family a play of forces arising out of the 
conflict between the strivings for independ- 
ence and the accompanying dependent 
needs. Family structure develops in a 
framework of give and take. It is a happy 
family where there is mutual respect be- 
tween parents and children, where parents 
can respect the individual personality of 
the child and where the child is able to 
honour his father and mother. Such are 
the families which are the bulwark of our 
nation and which provide the basis for all 
communal organisations. 

I have mentioned dependence and inde- 
pendence. Independence should not be the 
final aim, although it often is. It has become 
held out as a virtue to be admired and it is 
the declared ideal in some national cultures. 





There is, however, a further stage which a 
mature individual can attain—the stage of 
interdependence. There is the interdepend- 
ence and mingling of personality in mar- 
riage and there is the interdependence in 
social and occupational life. This stage is 
not reached by all and some do not even 
seek it. Not every marriage is a partner- 
ship and not every individual can give re- 
spect to colleagues, superiors and subordi- 
nates at work. Some seek to dominate. 
Some seek the safety of subservience and 
others retire from any relationship that can 
be at all avoided. It is those who can find 
satisfaction in their interdependent rela- 
tionships who can give the community the 
strength for its increasing obligation. They 
are able to extend their concern beyond 
the immediate family group through a sur- 
plus of parental or filial love. The exten- 
sion of acceptance of obligations needs the 
recognition of the inequality of the distri- 
bution of ability and of differing individual 
capacities for independence. We are un- 
equal in physical potentialities and capaci- 
ties and also unequal in intellectual and 
emotional potentialities and capacities. 
Not only are we unequal at the start, but 
we also depart from our own levels in the 
disturbances that we call illness. 

In the treatment of illness we began, as 
a community, with the acceptance of the 
care of physical disease and have extended 
our care to those suffering from mental ill- 
ness. We are now extending it to those 
who have never been well and to those who 
are inadequate in physical, intellectual and 
social factors—people whose needs are 
greater than their resources. 

We have repeated the process of provid- 
ing hospital and other services more to re- 
move the mentally and socially ill person 
from the community rather than to direct 
the care primarily towards the “patients.” 
We have been more concerned to remove 


Community Responsibilities 
KAHN 


the burden, and sometimes the danger, from 
the family and from the community than 
to study the individual needs of those af- 
fected. Hospitalisation has found justifica- 
tion, too, in the very growth of knowledge 
of processes for dealing with these prob- 
lems. But hospitalisation and the com- 
munity services have led to a breakdown 
or diminution in personal and family re- 
sponsibility for some of the dependent 
stages of each individual's life. Some prob- 
lems have been increased by the very proc- 
esses adopted to improve the standards of 
the community—for example, to improve 
standards of hygiene, housing schemes have 
been necessary; but in the process of re- 
housing, communities have been broken up 
and re-settled. The closely packed and un- 
hygienic areas had, however, qualities that 
were not all bad and we have destroyed 
bonds that we did not know existed. 

The problem of older people, increasing 
in numbers because of increasing longevity, 
is that they are no longer looked upon as 
the carriers of our culture. There has de- 
veloped a cultural gap between the genera- 
tions when older people have found them- 
selves unequal to the technical progress of 
the electronic age. The problem is increased 
where new housing areas become occupied 
almost exclusively by young adults, and 
where there is no room for the old people 
within the home or as close neighbours. 
New communities thus formed are sepa- 
rated from their natural roots and natural 
ties, and we are losing the continuity of 
the generations where older people may 
hand on traditions of the past that still 
could have a value for the children. 

We need to build up new communal ties 
and to learn new community techniques in 
order to repair what we have destroyed in 
the name of progress. Material care is not 
enough, hygiene is not enough; we need to 
learn again the values of human relation- 
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ships. This also applies to medical treat- 
ment. Treatment is not only the drug or 
the physical remedy ordered by the doctor; 
what is equally important is that the doctor 
gives of himself. Not only the doctor but 
also every individual who comes into con- 
tact with the patient has influence for good 
or bad. In hospital there is much that goes 
on over and above the purely medical care. 
The rate of recovery, or recovery itself, can 
depend upon the relationships that develop 
within the inner community of the hospital. 
Studies are being made of these relation- 
ships between patient and patient and of 
patient and staff. The aim is now to mo- 
bilise these forces for the patient's good. 

These processes occur too in the wider 
community. Contacts that people make in 
their homes, in the shops, buses, clubs, so- 
cieties and workshops have influences for 
good or evil. Further, the representation of 
life’s problems on films, stage, television and 
radio, and in art and literature can reach 
deep emotional levels with beneficial or 
harmful effect. 


It is impossible to separate health from 
culture. There is a need to study those in- 
fluences that affect our lives and our well- 
being. We need also the willingness to 
study the structure of our society itself in 
which it becomes possible to break down 
in mental health, and see how far it is 
necessary to alter society rather than adapt 
the individual to fit society's demands. 

It is difficult, however, for those who are 
successful in life to criticise the culture that 
threw them up, or for them to think that 
the qualities that led them to their success 
are not the qualities that should be made 
universal. It is difficult for men of high 
ability, who find their role as legislators, 
administrators and teachers, to understand 
that there is a wide range of normal ability 
below theirs, and that even hard work can- 
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not bring the majority of people up to 
their dizzy heights. 

It has been said that God loves the com- 
mon man and that is why he made so many 
of them. I can substitute the word “aver- 
age” and tell you a story of a mother who 
consulted me about her son and said she 
had already had him tested for his intelli- 
gence. The tester had said, “He is of below 
average intelligence, and the average isn’t 
so high.” It sounds funny, but I tried to 
make sense out of it. The average isn’t so 
high—in terms of the mother’s aspirations 
for her son—aspirations which were impos- 
sible of fulfillment; and therefore the child, 
as he is, was unacceptable to the parents. 
Psychiatric treatment was sought in the be- 
lief that the psychiatrist could transform the 
child into the parents’ fantasy child. 

What are we to do when good people, 
well-meaning people, respected people, feel 
to be failures because their child fails to 
possess a particular standard of ability, 
without which he is doomed to denial of 
social esteem. How can we help them? 
Can we ask them to change the values on 
which they and their neighbours have built 
their lives? 

There are social groups where competi- 
tiveness begins with the infant. It is the 
parents’ competition and the infant is the 
vehicle. The infant’s weight at birth and 
rate of increase in weight, the date of the 
first words and the first steps and the date of 
control of bowel action and passing of urine 
are matters of comparison between mother 
and mother. Position in class at school be- 
comes a matter of family concern and dis- 
cussion within the neighbourhood. Such a 
child has no friends—only rivals. When we 
speak of maladjustment of children, we have 
a right to ask what is the culture to which 
the child is not adjusted. 

I would like to return to the basic needs 
which are the foundation of mental health 





and to sum them up as love, tolerance and 
moral values. ‘Together they form accept- 
ance. We can give them to our children 
in their years of dependence and we can 
give what we have to spare to others of the 
community in their times of need. We offer 
it to those who are temporarily ill, to those 
with permanent incapacity and to those 
who are inadequate in physical, mental or 
social qualities. To have love for the anti- 
social is a high aim and we have to recognise 
the fear in us all of the same forces in our- 
selves which we recognise in people who 
are social failures. We have great tempta- 
tion to reject them and wish to exclude 
them from our community. It needs a high 
level of maturity to be able to recognise, in 
humility, the weaknesses in ourselves. 

There is much that we do not know about 
the emotional background of our personali- 
ties. There is much knowledge, too, that 
we have and which is not applied. Even 
in the structured community services we lag 
behind our knowledge. There are some 
recommendations of the Royal Commission 
on the law relating to mental illness and 
mental deficiency which would need new 
legislation; other recommendations could 
be applied immediately by local authorities 
under powers that they already have. 
There is community care for the mentally 
ill which could be applied through welfare 
committees of local authorities, but few 
have used their powers so far. Mental hos- 
pitals can be improved and out-patient 
clinics need to be extended. New child 
guidance clinics under local authorities and 
regional hospital boards need to be set up 
and increased in staff. Trained staff is still 
not available in the numbers needed. 

In the preventive field there is scope for 
teaching of principles of mental health to 
young parents through co-operation of psy- 
chiatrists with maternity and child welfare 
services. There is scope for extension of 
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psychiatric services by provision of night 
hospitals where patients can go out to work 
and be supervised in their leisure, and day 
hospitals where they go home to sleep and 
come to the hospital for treatment or train- 
ing in the daytime. 

The National Association for Mental 
Health, under whose auspices this meeting 
is being held, has served a function of prop- 
aganda on behalf of those in need through 
mental disorders. It has provided a stim- 
ulus to the legislative bodies and education 
for professional workers. It has founded 
training fellowships for psychiatrists, psy- 
chiatric social workers and psychologists in 
specialised clinical fields. It has co-oper- 
ated with academic bodies for training 
courses for mental health workers of local 
authorities. It has also maintained contact 
with the general public, developing a clim- 
ate of opinion which makes it possible to 
remove from mental illness the superstitious 
fears that were formerly a barrier to our 
acceptance of the disturbance as an illness. 

We are one community, strong and weak, 
rich and poor, healthy and sick, and we 
need the charity that can work with those 
who break down without seeking always to 
remove them to a safe distance. We do not 
provide fully for them if we exclude them 
from our thoughts and from our presence. 
If we accept communal responsibilities over 
and above our duties within our own fami- 
lies—and all who are here have signified 
by their presence that they do—we have to 
learn also to be tolerant to ourselves. We 
have to learn to be tolerant towards the 
weaknesses of those for whom we work, but 
we, too, sometimes feel weak. We may 
envy those whose greater weakness gives 
them the right to be helped. We may envy 
the poverty of the poor, who have their 
basic material needs supplied. We may 
envy the incapacitated who are nursed when 
unable, and sometimes, it seems, unwilling 
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to maintain themselves. We can learn in _ still aim to take our place with our brothers 
our tolerance for others to forgive our own _and sisters in the family of man. 

selves for the occasions when we fall below 
the standards we set ourselves and yet 





On anxiety 


Another characteristic of the organism-environment system is that it is in a state of constant 
flux. It disintegrates and reintegrates; it shows patterns of conflict and patterns of coopera- 
tion. These phases are accompanied by increasing or decreasing tension. Tension nor- 
mally oscillates above and below a mean. When tension exceeds the mean variation, the or- 
ganism tends with its patterns of integrating to equalize the tension toward that mean. If 
this equalization is not successful, anxiety ensues. This is true whether the organism is 
moving toward sickness or toward health. The exceeding of the mean tension variation 
in the organism, which cues off anxiety, has its sources within the environment or in the 
organism itself. These sources represent a threat to what has subjective value, whether this 
value is rational or irrational. Attitudes toward anxiety may also be rational or irrational; 
the person with rational attitudes toward anxiety experiences less anxiety, and is more able 
to move into anxiety-producing situations. Anxiety may be used rationally, or it may be 
used irrationally as a threat, as a means of asserting claims on others, as a means of avoid- 
ing situations which would threaten what has irrational value, or as a means of self-extinc- 
tion. Anxiety, then, may have both rational and irrational aspects. It is irrational to the 
extent that its sources, its functions and the attitudes toward it are irrational. In itself, 
however, it is natural, and an essential aspect of living—Excerpted with the permission of 
the Institute of Living (Hartford, Conn.) from a review of “A Unitary Theory of Anxiety” 
by Harold Kelman, M.D., American Journal of Psychoanalysis, 17(1957), 127-60, in the 
Digest of Neurology and Psychiatry, 26 (March 1958), 112. 
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Mental hygiene 


around the world 


It would be self-deceit to say that it was 
only an invitation to give lectures in Japan 
that induced me to start a trip around the 
world. There exists in most people an in- 
stinct to travel, to conquer new spaces and 
make new contacts. The chance to revisit 
parts of the world I had seen before, and to 
renew those contacts in the field of welfare 
which I had made during and after the war, 
enhanced my wish to go again to those far- 
away regions. 

Daniel Blain of the American Psychiatric 
Association and Dr. J. R. Rees of the World 
Federation for Mental Health were very 
kind and helpful to me in making new con- 
tacts throughout the world. 

Since my interests concern both psycho- 
therapy and social psychology, I had made 
a list of various subjects to talk about, sus- 
pecting that the choice of subject matter 
would somehow betray the special problem 


of the individual country. Yet my own 
aims were to hear and discuss more about 
what I see as the most pressing problems 
of mental hygiene in today’s world: mental 
infection and social discrimination. 

Since physical distances are shrinking by 
the steady growth in technical potency and 
means of communication, it seems very 
strange that human distances are increasing. 
It becomes increasingly difficult for people 
to make close contact. Chauvinism, na- 
tional isolation and rigid frontiers are symp- 
toms of the tremendous revolution taking 
place in our actual world. They were sym- 
bolized for me by the case full of papers, 
visas and various rubber stamps with which 
my wife and I were burdened as we set out 
on our trip. 





Dr. Meerloo is a practicing analyst and psycho- 
therapist in New York City. He made the trip 
described here between June and October 1957. 
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My first lecture was given for the Psychi- 
atric Neurological Association in Zurich 
sixteen hours after I had left New York. 
Since I had studied there for a short while 
many years ago it was a great joy to meet 
old friends—especially Professor Minkow- 
ski, the chairman. His investigation of 
embryonal reactions had taught me impor- 
tant concepts for the development of the 
theory of mental contagion partially rooted 
in man’s common regression to pre-birth 
reactions. 

The subject of my paper that night was 
“The Psychology of Thought Control.” I 
thoughi, wrongly, that the whole world 
would be familiar with the concepts of po- 
litical brainwashing and mental coercion, 
and I was surprised to hear later from Dr. 
W. Stoll, the very helpful secretary, that 
my audience had expected to hear some- 
thing about specific schizophrenic illusions 
and that the notion of systematic mental 
coercion in our actual world during its cold 
war had been ignored and repressed. 

This surprise on both sides made the dis- 
cussion more vivid. Especially Professor 
Bally,* with his great interest in social psy- 
chiatry, had much to contribute. He and 
many others continued our discussion about 
the contrasts between horizontal and verti- 


cal human relationships until late at night . 


at a neighborhood cafe. The vertical rela- 


tionships, we felt, were rooted in family - 


relations and historical tradition and usu- 
ally gave much more mental backbone and 
inner integrity than our modern horizontal 
human relations based on official labels and 
technical functions. 

As I had decided to take some rest before 
the great onslaught of lectures, we went to 
our beloved Lago Maggiore in whose mild 
climate scientific problems have a tendency 
to temporarily disappear. Yet I found the 





* Professor of psychiatry at the Technische Hoch- 
schule in Zurich. 
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opportunity to visit Mrs. Olga Froebe, who 
at the side of the lake has built up a dis- 
cussion center—Eranos—dedicated to philo- 
sophic, religious and psychiatric integration. 
For more than 25 years she and her col- 
laborators have published yearbooks filled 
with the wisdom of distinguished scholars 
who have come to Ascona every summer to 
discuss problems with their colleagues from 
other disciplines. Here was the very inter- 
national meeting place of Freudians, Jungi- 
ans and unlabeled philosophers. When I 
looked through the 25 volumes of the 
Eranos Yearbook already published (Pan- 
theon publishes the American edition), I 
became even more aware of this incom- 
pletely explored source of newer psychiatric 
and philosophic integration. : 

In Holland I had to stick to my own 
vertical relationships and I was temporarily 
swallowed up by family and friends, and 
not concerned with mental hygiene. From 
Amsterdam the plane took us to Greece. 
Enroute, during our short stay at Brussels 
airport we saw the gay announcements of 
the International Neurological and Psycho- 
logical Congress there. Alas, this time we 
could not join in this festive congressional 
meeting ritual, where one meets so many 
professional friends but where one also 
submits oneself masochistically to so many 
boring lectures. 

Athens was perhaps the highlight of our 
trip. I cannot say what made it so. The 
Greek colleagues had organized a true 
symposium (a conversational dinner) near 
the ruins of an old cloister outside Athens. 
There we surrendered to the art of gastro- 
nomic conversation. I am sure it was also 
the influence of the Acropolis and other 
remnants of classical history representing 
the continual awareness that here the roots 
of our western civilization had begun. 
Earlier, Dr. G. Lyketsos, the very active sec- 
retary of the Greek Society of Mental Hy- 
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giene, had shown me his clinic and mental 
hospital. In the evening other members of 
the faculty and the Mental Health Society 
joined our gastronomical and conversa- 
tional festival. 

Their psychiatric orientation was prin- 
cipally French, with the quick esprit, re- 
sponsiveness and wit of French conversa- 
tion. Their interest was mainly centered on 
the problem of panic and danger—since 
Greece had gone through both occupation 
and communist revolt—and also on the 
subject of “mental first aid,” the preventive 
psychotherapy given to victims of various 
forms of mental catastrophe. 

It was a beautiful summer evening with 
that continual mysterious awareness of the 
many past ages hovering over us, teaching 
patience and tolerance to an intellect often 
too eager to form new theories. The head 
of the department of psychiatry, Professor 


J. S. Patrikios, was a philosopher, poet, 
biologist and “causeur” at the same time. 
I often thought to myself: “That must have 
been the way Socrates and Plato talked with 
their students.” 

The program in Istanbul was disrupted 


for a very valid reason. Our psychiatric 
colleague, Professor F. Kerim-Gokay, who 
was also governor of Istanbul, had gotten in 
political trouble because he had rightly re- 
fused to sacrifice the social welfare of the 
people to the new, rather dictatorial, rad- 
ical rebuilding program of the central 
government. Istanbul had become a victim 
of plastic surgery because of the need for 
larger roads. 

In his place another member of Turkey’s 
mental hygiene movement, Dr. Michel Sion, 
gave us a delightful time by not only show- 
ing us Istanbul’s beauty but also making us 
more acquainted with their various prob- 
lems of mental hygiene. As a student of a 
mutual friend, Dr. Irving Lorge of Colum- 
bia University, he was especially interested 
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in the problems of communication and their 
new impact on mental and political hygiene. 

From Turkey we flew in one long 
stretch to our first tropical country, Paki- 
stan. Our plane was unfortunately 24 
hours late so that a stiff schedule of four 
lectures had to be filled in a day and a half. 
Yet we have the most pleasant memories of 
our short and compact sojourn in Karachi, 
a provincial desert town until 1945 when 
suddenly it had to absorb more than a mil- 
lion people, mostly refugees from India. 
Dr. S. M. Afzal Habib and his American 
wife made our short stay a very intensive 
experience. He had worked at the Psy- 
chiatric Institute in New York and had 
taken the head nurse back with him to Paki- 
stan. Now they had already formed a small 
“medical center” and had two little Habibs. 
In between the lectures they showed us the 
town with its refugee quarters, its amazingly 
fast-running camels and donkeys and its 
colorful bazaars. 

Again, their greatest interest was mental 
first aid and the teaching of emergency psy- 
chotherapy to young psychiatrists. The 
tense political situation with India often 
led to catastrophal reactions and acute psy- 
chosomatic manifestations, often wrongly 
diagnosed at the onset. Much attention, of 
course, had to be given to social work 
among the many refugees. But the prin- 
cipal emphasis was on building up a rather 
militant new state with many new institu- 
tions. 

Several of my lectures were given at the 
old Moslem University—a new one was in 
the making—but it had its atmosphere of 
wisdom. Here I tried for the first time to 
discuss the subject of “East-West Contro- 
versies,” which I had prepared for Japan. 
The professor of Moslem philosophy, Dr. 
M. M. Ahmad, who was my chairman that 
afternoon, was a gracious discussant and he 
gave me many suggestions for later use. 
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Our plane was to leave at midnight for 
Ceylon but that evening we were invited to 
a supper at the home of Dr. Mumtaz Shah, 
the chairman of the Pakistan Institute for 
Mental Health, to be initiated into a typical 
Karachi dinner with all its refinements of 
curries and sweets and to see the most beau- 
tiful Oriental methods of dressing. I was 
asked to talk about the concept of danger 
as an integration of biological, neurological 
and psychiatric concepts of fear. I can only 
say that it must have been the hot curry 
that gave me the courage to jump into such 
a hot subject. 

In Ceylon we had planned a more restful 
schedule but had not taken into account 
the eagerness of our colleagues to talk with 
visitors from abroad. Ceylon’s chief of 
mental health, Dr. C. D. Amarasinha, took 
an almost paternal interest in us. We had 
a long talk with the chief of public health 
and later visited Ceylon’s minister of 
health, a beautiful and gracious woman, 
who later told us to our surprise that she 
was a grandmother. The discussion here 
was, of course, about the relation between 
mental health and the various habits of 
childbirth, and about the nursery as an in- 
stitute for molding human behavior. 

It was in Ceylon that for the first time I 
could interview several people about racial 
and mental discrimination. As a guest 
speaker of the Rotherfield Psychological 
Society I could make several contacts with 
V.L.P.’s of the Island. Ceylon has its racial 
and language difficulties. Eighty percent 
of the population is Singhalese and Bud- 
dhist, the other 20% Tamil and Hindu, 
coming from South India and speaking a 
totally different language. The country is 
in a continual social turmoil, so that in 
people with weak egos short-time psychotic 
episodes are often observed. For a more 
general medical audience I talked about 
“Catastrophe and Emergency and What 
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Psychiatry Could Do.” I was also allowed 
to visit Ceylon’s mental hospital at Angoda, 
where all the modern forms of treatment 
are applied. 

For the Rotherfield Society I chose “The 
Psychology of the East-West Controversy” 
as a subject for discussion. It was a learn- 
ing experience for me because from the 
questions put to me I could better detect the 
manifold problems besetting this island’s 
new experiment in independence. 

For a couple of days we were able to 
break away from Colombo to visit the in- 
terior of the island with its unspoiled — 
jungle and its architectural remnants of past 
glory. If Sigmund Freud had been born on 
this island, he would never have spoken of 
the Oedipus complex but of the Sigirya 
complex. Sigirya is an age-old rock fortress 
where a prince retreated after the crime of 
patricide and where he had painted the 
manifold, still existing, full-breasted mother 
images on the rock. When finally his 
brother came for revenge and punishment, 
the prince killed himself accidentally in the 
duel. 

It was on this beautiful tropical island 
that I learned more about the peculiar self- 
justifying myth-formation among the 
pariahs and all those who feel themselves 
inferior or discriminated against. Maso- 
chistic justification of their inferior position 
and even self-accusation play a role in this 
acceptance of inferior social stratification. 

Discrimination, as part of a process of 
social stratification, is found in every so- 
ciety. Yet in some societies it is taboo to 
talk about it as an existing problem. While 
America is trying to correct its racial preju- 
dices in an honest and open legal way, you 
will find much stronger stratification taboos 
in oriental societies. Even Japan still has 
its outcasts. 

The beauty of Ceylon with its historical 
cities such as Polonaruwa is indescribable. 





Mental Hygiene Around the World 


The same is true of her hospitality and 
friendliness. When we left for India at the 
early hour of six in the morning, several 
members of the Mental Health Society came 
to the airfield to see us off and wave goodbye 
as if we had been old friends. 

In India my lecture activity was mostly 
centered around the capital, New Delhi, 
though we visited also Madras, Agra and 
Calcutta. Here we immediately came in 
contact with the tremendous problem of 
verbal communication. Tamil, Urdu, 
Hindi and Bengali are the principal 
languages spoken but there are several 
others, and the government wishes one cen- 
tral language (Hindi) to be established as 
a common means of understanding. Up 
until the present that has been possible 
only through the use of English; the mem- 
bers of parliament discuss mostly in English. 

For the Central Institute of Education I 
chose the subject of “Frustrated Creativity,” 
or why children who can be so creative in 
special phases of their lives lose this spon- 
taneous expressivity. What can we learn 
from this experience, for the understanding 
of both the child and the creative artist? 
It was pleasant to see that the discusison 
brought us back to various clinical examples 
and the eternal problem of the relation be- 
tween freedom and discipline. 

For the radio I was allowed to speak 
about mental hygiene in general and what 
actual mental first aid could do to prevent 
deeper developing neuroses and psychoses. 
The medical school had invited me to talk 
about “Danger Reactions,” rejecting the 
subject of “Brainwashing” as too political. 
This I could, however, discuss in a smaller 
group of diplomats where psychiatric col- 
leagues from the Indian Army were present. 
I was glad to find this audience, because I 
had begun to think that the cold war, brain- 
washing and mental coercion were tending 
to become forgotten subjects, in spite of the 
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fact that newspapers were announcing new 
“miraculous confessions” in the making 
behind the iron curtain. 

The high point of my visit to India was 
my audience and conversation with Prime 
Minister Jawaharlal Nehru, after having 
been carefully interrogated and screened 
by his secretary, Mr. Mathai, concerning my 
aims in visiting him. I had carefully pre- 
pared my questions. I knew his interest in 
philosophy and psychology, and as a repre- 
sentative of the mental health profession I 
wanted to talk to him about mental infec- 
tion and the cold war and also the problem 
of devaluation of the spoken word of the 
very few existing voices in the world to 
which people really listen. I am very grate- 
ful that Nehru gave so generously of his 
time—the allotted ten minutes became 
nearly an hour. I had caught him in a 
rather bitter mood—he made some critical 
remarks about America’s helping Pakistan 
—but I could tell him that America repre- 
sented many opinions and that my line was 
the study of human influences on one an- 
other and what they could do for the 
world. 

He then began to talk about Gandhi 
and what the Mahatma had done for him; 
he still tried to follow the teachings of his 
master. He agreed with modern psychiatry 
that mental health starts at home and he 
mentioned the value of the more intensive 
family relationship in oriental culture. 

Yet it was difficult to ask my specific ques- 
tions because Nehru immediately went over 
to the problem of aggression and war in 
the world and how it was solved in ancient 
India. He read to me parts of his book in 
which an ancient conqueror makes the 
conquered prince his own prime minister 
and helps to build up the submitted coun- 
try upon the advice of a wise Brahman. 
When I asked if that had not happened in 
our time with Germany and Japan he first 
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frowned and then laughed. Nehru then 
spoke again about Gandhi and his wisdom 
and we finished on the question of whether 
non-aggression was possible-in a world of 
continual mental pressure. Alas, I found 
no opportunity to speak about mental con- 
tagion and the cold war. 

In those days India was preparing its 
tenth anniversary of independence. Every- 
where people were preparing for the huge 
festival. Traveling by car through parts of 
the Punjab to Agra was an extremely inter- 
esting experience. The contrasting observa- 
tion of poverty and beauty, of religious 
ritual in serene meditation and abundant 
pleasure of the crowds, the variety of old 
ruins inhabited by people beside the most 
refined monuments of beauty was at first 
rather bewildering. Modern implements 
were standing beside the most ancient agri- 
cultural tools, motors and oxcarts moved 
over the same roads. It was an experience 
to learn how large and different and abun- 
dant India is. 

We had a joyous driver, a Sikh, a refugee 
from Kashmir, who knew the history of his 
country very well. He had served in the 
Allied armies, was free of discrimination, 
but could tell me intimately about the 
problems of the pariahs, which came up 
repeatedly even though there was legal 
equality. The untouchables often still look 
at themselves as such and so become “‘hyper- 
touchy.” It will need generations of edu- 
cation of the whole population to overcome 
the historical curse of class discrimination. 

In Burma we had no direct psychiatric 
contact. This country also goes through 
the extreme political difficulties of a recently 
created, independent country. Much of the 
inner territories are not under legal control. 
Often we could hear outside Rangoon the 
shooting, signs of fighting between police 
and bandits. Here we visited Professor 
David White, a sociologist who helps the 
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Burmese government in its fight against 
illiteracy. The design of simple textbooks 
for instruction and better communication 
is also one of the basic tools of mental hy- 
giene. With him worked two other 
Ceylonese students of Irving Lorge. The 
problem of basic communication—its uses 
and abuses—becomes a more and more 
realistic problem in the world, especially 
when we see that literacy can become a tool 
of greater conformity. The new science of 
psycholinguistics will be helpful in solving 
some of the problems of human communi- 
cation. 

In Bangkok we found out that the leading 
psychiatrists had gone to the International 
Conference on Mental Health in Copen- 
hagen. This gave us more time to come in 
touch with the Buddhistic culture and 
Thailand’s gay people living in a beautiful 
and very fertile country. 

We had been warned that a summer vaca- 
tion would be a bad time for traveling 
through tropical countries in the midst of 
the wet monsoon season. Yet our hotels saw 
to it that we suffered more from the cold of 
air-conditioned rooms. Thanks to this tech- 
nical intrusion into tropical adjustment we 
sneezed and coughed most of the time. We 
could write volumes about the mental 
hygiene of hotel rooms! 

Our next stop was Hong Kong, that one 
corner of China outside of the Communist 
realm (in addition to Macao). We visited 
the settlements for refugees from the main- 
land. The British government had been 
able to find a tentative solution to the 
tremendous welfare problem. Hong Kong 
looks very prosperous and for the first time 
since visiting the orient one lives again in 
a civilization with familiar order and regu- 
larity. There exists, however, a hidden 
political fear that nobody wants to discuss: 
“When will we be swallowed up by the 
mainland?” ‘The greatest part of the so- 
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called new territory is only on lease to 
Great Britain, and though this lease will 
not be officially up for over forty years 
people are aware of imminent political 
danger but have succeeded in making a 
silent taboo of it. 

Professor Kenneth Priestly, the dean of 
the University of Hong Kong, gave us valu- 
able information on the racial problems of 
the area. 

I had hoped to interview some brain- 
washed people just released from the main- 
land but I did not succeed because of de- 
lays in their coming through. The Mental 
Health Society invited me to talk about 
mental first aid, especially in relation to 
child guidance problems. We had an ex- 
quisite lunch although I myself failed in 
the hygiene of chopstick handling. So I 
had to hide my clumsiness behind a dinner 
speech. 

Hong Kong is building a beautiful new 
mental hospital outside the city and there 
will be much greater opportunity for occu- 
pational therapy. Dr. C. M. Chung, who 
was kind enough to show me the city’s 
mental hospital (where he is adjunct direc- 
tor), had just returned from a visit to the 
hospital in Holland where I had worked 25 
years ago and had myself been inspired to 
greater therapeutic endeavor. These little 
coincidences made it easy to feel at home. 

Our experiences in Japan form a special 
chapter of our trip. Kenji Ohtsuki, the 
director of the Tokyo Institute of Psycho- 
analysis, gave us our first surprise by being 
at the airfield to welcome us. From the day 
we arrived the kindness and hospitality of 
our Japanese hosts did not stop. As a mem- 
ber of the International P.E.N. (organiza- 
tion of writers) I was to take part in the 
discussions on east-west controversy during 
their first congress in the Far East, the 
whole project being sponsored by UNESCO. 
Not only problems of literature and drama 


MEERLOO 


were on the program but also the clash be- 
tween different philosophies of life. My 
task was to tell especially what modern 
psychology could contribute to better un- 
derstanding of these problems. 

As a psychologist it was even more in- 
teresting to witness the subtle directions of 
the different discussions, the interpolation 
of politics and propaganda, the search for 
national pride, the tremendous difficulty in 
overcoming linguistic differences. Our 
Japanese hosts proved to be excellent or- 
ganizers and we were overwhelmed with 
little delicacies, gifts and attentions which 
made life intensely pleasant. We had 


plenty of opportunity to observe Japanese 
culture, through No, Kabuki, Shinto and 
Zen, and also through the various art 
treasures. 

After the P.E.N. congress I returned to 
my more direct psychiatric contacts. Kenji 
Ohtsuki, the founder of the psychoanalytic 


movement in Japan, is the man who trans- 
lated most of the works of Freud into 
Japanese. He has written many books 
himself and at the moment is busy com- 
piling a Japanese encyclopedia of psycho- 
analysis. He has around him a dedicated 
group of students mostly working in the 
field of child guidance and education. 

The Tokyo analysts had chosen “The 
Father Cuts the Cord” as the subject for 
me to discuss. Kenji Ohtsuki had taken 
care of the translation, and after my reading 
in English Mrs. Ohtsuki read my paper in 
Japanese. During the discussion a great 
deal of mutual contact was revealed. 
Though many in my audience did not 
speak English, they had a working under- 
standing of it and we could, with the help 
of an interpreter, talk together about the 
forgotten role of the father in family life 
and about the father as the most important 
prototype for transference of feelings and 
conditioning of later social relations. Their 
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politeness, their eagerness to learn, their 
mixture of freedom and dignity made a 
great impression on both my wife and me. 
There is something in the polite social ritual 
that makes it easier to accept and tolerate 
one another. It was ritual and warmth, 
politeness and friendliness that we ex- 
perienced in this analytic group. 

Later on several members of the society 
took us to the plane and presented us with 
gifts and greetings. 

In Tokyo I also visited Professor Miura 
and his clinic. Though he is still a pro- 
fessor in both neurology and psychiatry, he 
has become more and more a teacher of 
psychoanalytic psychodynamics. The im- 
portant problem in Japan is the appropriate 
education of young psychiatrists and psycho- 
therapists in a country where financial 
means are usually inadequate. 

In Tokyo I was able to speak for various 
groups on the subject of brainwashing and 
thought control. I am convinced that the 
next 50 years will see a struggle with the 
problem of intended coercion and unobtru- 
sive coercion into conformism and stream- 
lined thinking promoted by various tech- 
nical procedures. 

It was a special pleasure to speak for a 
group of colleagues from the American army 
and navy. They had had the first struggle 
with the problem of brainwashing even be- 
fore being briefed or informed on the sub- 
ject. We had pleasant, sometimes heated, 


discussions about the different psycho- 
dynamic aspects of brainwashing and in 
return I was well fed and shown around. 
Thanks to Col. Stewart Baker, the extremely 
hospitable chief of psychiatry at the army 
hospital in Tokyo, I became thoroughly 
acquainted with some of the social psy- 
chiatric problems of Japan and also with 
the many festive aspects of this metropolis. 

Because of my schedule I missed some ex- 
cursions into the interior of the country but 
when Capt. T. Nichols of the American 
navy drove me around after my talk at the 
navy base, Mount Fujiyama—the sacred 
volcano—showed itself through a mistbank 
in the distance in all its symmetrical beauty 
and glamor. I was glad I did not have to 
leave Japan without having seen that eter- 
nal mysterious symbol of beauty and 
destruction. 

The sense of beauty and proportion lives 
continually with the Japanese. A deeper 
study of their character would give us a 
better understanding of the positive and 
creative role of compulsion and ritual. 

Via Honolulu and San Francisco we went 
home, more than ever aware of our shrink- 
ing world—shrinking in distance technically 
covered but becoming more and more 
nationalistic, thereby widening and increas- 
ing a gap that divides people emotionally. 
It is this ambivalence of human distance 
that has become one of the main problems 
of actual mental hygiene. 
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The mental hospital 


in the small community 


In the past the problem of where to locate 
the state mental hospital was often solved 
by a mixture of politics, superstition and 
geography. Although considerable atten- 
tion was paid to the attitudes and sensibili- 
ties of the host community and its environs, 
little recognition was given to the effects of 
the location of the hospital on the structure 
of the hospital staff. Recent publications 
(1, 2) have shown that the character of the 
hospital staff can be markedly affected by 
the location of the hospital. In urban areas 
there is a constant turnover among attend- 
ants because more remunerative and pres- 
tigious jobs are available elsewhere. In lo- 
cations more isolated geographically it is 
difficult to recruit and hold members of the 
professional staff because of the paucity of 
cultural activities. In rural areas one may 


find that attendant positions are viewed as 
desirable “second jobs.” (This can be es- 
pecially providential for the hospital ad- 
ministration as most agricultural workers 
will prefer the night or late-afternoon shifts 
where recruiting problems are the more se- 
vere.) 

This paper discusses what is probably the 
most frequent situation of the mental hos- 
pital, that of being located near a small 
community. Much of the research on atti- 
tudes towards mental illness has taken place 
in large urban centers where the mental 
hospital itself is lost in the anonymity of the 
city. This is not the typical situation for 
the state mental hospital which literally 
“sticks out like a sore thumb” in a small 
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community. Patients on pass are immedi- 
ately recognized as such and the staff gen- 
erally become known as “hospital people.” 
This rarely occurs in urban areas. The 
problems are especially acute when “crimi- 
nally insane” patients are kept at the hos- 
pital. 

It will be the purpose of this paper to dis- 
cuss some of the considerations involved in 
community-hospital relations from the 
standpoint of both the hospital administra- 
tion and of the townspeople of the adjacent 
community. Social distance between the 
two social systems can seriously affect both 
the treatment program of the hospital and 
the economic life of the town. 

At the outset it is important to note that 
this problem of community-hospital rela- 
tions is only one aspect of a more general 
social problem—the relationship between 
two relatively isolated but interdependent 
social systems. The situation parallels that 
of the college located near a small com- 
munity with the oft-mentioned distinction 
between town and gown. In many respects 
it is similar to the situation of the army 
camp or air base located near a small town. 
Although the discussion that follows will 
explore some of the specific problems in- 
volved in community-hospital relations, it 
is necessary to bear in mind that some of 
these issues are reflections of the more gen- 
eral problem of the relationship between 
members of two relatively closed social 
systems. 


THE HOSPITAL ADMINISTRATION 


From the standpoint of the hospital admin- 
istration, there are three types of considera- 
tions involved. These are social, economic 
or political, and clinical, and they will be 
discussed in this order. 

Social Considerations. The hospital ad- 
ministration may be vitally interested in 
having a congenial community environ- 


490 


ment for its employees. There are few, if 
any, state hospitals where all the personnel 
can live on the grounds. Hence, the em- 
ployees who must live in town may feel 
that they are living on some sort of battle- 
field or frontier outpost. Although all 
their identifications remain at the hospital, 
they find themselves living in the town. 
One solution is to live in the town and not 
become a part of it. 

On a more concrete level any prejudices 
of the townspeople against the hospital may 
be expressed directly against those em- 
ployees who live in town. The townspeople 
may be reluctant to rent homes or apart- 
ments to “hospital people.” In some in- 
stances this is a result of a previous policy 
of low pay and long hours for hospital 
personnel. The only people who would ac- 
cept certain positions were transients, who 
would frequently leave town without paying 
rent or other bills. 

Some discrimination may also occur in 
social clubs and church groups. For the 
families of the staff it is especially impor- 
tant for the children to have social contacts 
with others of their own age. In many 
isolated hospital communities there may be 
only one or two children in a certain age- 
range living on the grounds. This presents 
a child with a very limited choice of friends 
unless he is able to select friends in the 
town community. In many cases, the 
school-age children of hospital personnel 
are set apart from the other pupils by being 
driven into town in the hospital station 
wagon in the mornings and then returned 
to the hospital grounds promptly at 
three o'clock. This is a very artificial en- 
vironment for young children. They do 
not feel a part of any community except 
the hospital. In some instances they en- 
counter derogatory remarks about the hos- 
pital and its personnel. There is no esti- 
mating how severe a strain this can be on 





teen-age daughters of hospital personnel. 
Superstitions about the hospital in the town 
may be quite a deterrent to a 16-year-old 
town boy in venturing out to the state hos- 
pital grounds to see his girl. This experi- 
ence could appear to him as similiar to 
walking through a cemetery at midnight. 
In establishing or increasing the number 
of cultural activities in the area, a good 
working relationship between the town and 
hospital may be an absolute necessity. 
Among the professional personnel there are 
usually several who are interested in cham- 
ber music or in inviting various speakers to 
the community. They would not consider 
living in a community where all contact 
with the world they had become accustomed 
to during university days was cut off. 
Where there is a large hospital staff, this 
situation can be resolved by the hospital 
personnel themselves establishing such a 
program. However, as occurs more fre- 
quently, there is need for liaison between 
the hospital and townspeople with similar 
interests to set up a joint program. If the 
townspeople alone initiate their own pro- 
gram, the hospital people may encounter 
considerable difficulty in obtaining tickets 
or membership in the series if they are out 
side the mainstream of town life. 
Economic or Political Considerations, 
Satisfactory town-hospital relations are also 
important to the administration in cases 
where additional services are required by 
the hospital or its personnel. In times of 
emergency the resources of the town can be 
quite crucial if the customary channels of 
supply are unusable for some reason. In 
blizzards, floods or fires the hospital may 
have to rely on town facilities for food, re- 
pairmen or other personnel. These are not 
at all unusual predicaments for the isolated 
state hospital. The writer’s experience has 
been that they occur several times a year. 
It is important to the hospital administra- 
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tion to know that it can turn to the town 
community for needed assistance in such 
emergencies. 

The use of community facilities may be 
a consideration even on a non-emergency 
basis. It may involve the use of a town 
bathing beach by patients, the local civic 
auditorium for an invited speaker, or bus 
service during an open house. There are 
innumerable occasions when the hospital 
authorities may want to use the town facili- 
ties on a complimentary basis. If there are 
poor relations between the town and hospi- 
tal, the townspeople may not feel that the 
motto “help your neighbor” actually applies 
to the hospital people who are not really 
“neighbors.” 

Another consideration involves the needs 
of the hospital for legislative assistance; for 
example, in such matters as raises in salary 
or enlarged facilities. If there exists con- 
siderable social cleavage between the town 
and the hospital, the local representative 
or state senator may conceive of himself 
as representing only the townspeople, and 
consider the hospital people as strangers or 
interlopers. Although the hospital adminis- 
tration may be concerned with increasing 
the facilities, the townspeople and local leg- 
islator may be aware only of the veritable 
city of grey buildings “out there” and the 
seemingly large staff. They may not be 
aware that the hospital is critically under- 
staffed, especially in professional categories, 
or that the facilities are overcrowded. In 
such cases it is not uncommon to find that 
the hospital personnel have no tangible 
legislative representation. 

Clinical Considerations. Mutual antipa- 
thy between townspeople and hospital per- 
sonnel can produce a very poor atmosphere 
for patients who are given daily passes to 
attend the movies or to shop in town. Such 
patients may be viewed suspiciously and 
treated rather shabbily by the townspeople. 
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This can be especially unfortunate since 
the staff has been trying to give the patients 
the feeling that they can become part of a 
community again. To be treated as a hu- 
man being at the hospital and as some form 
of homicidal maniac downtown does not 
provide much incentive for the patient to 
want to return to a home situation. Many 
times his views of what life will be like 
on the outside are conditioned by the treat- 
ment he receives in the town closest to the 
hospital. The hospital administration has 
a considerable stake in enlisting the active 
support of the townspeople in helping the 
patient adjust to a community situation. 
This type of community situation can be 
created only in an artificial sense on the 
hospital grounds. The patient realizes that 
he will not be returning to a community 
similar to the hospital where permissiveness 
and understanding are the order of the day. 
Instead, he may be returning to a rather 
provincial setting where he will be regarded 
with suspicion and apprehension. His ex- 
periences in the local town may be the 
guideposts he uses in anticipating the re- 
ception he may be accorded in his own 
hometown. 

In addition, there exists the possibility 
of explicitly using aspects of the town en- 
vironment as learning situations for the 
patient. Topeka State Hospital, for exam- 
ple, has a Golden Link Club in which mem- 
bers of the town community take about-to- 
be-discharged patients into their homes and 
let them give parties, baby-sit, cook, etc. 

There are many other ways the town 
can be used as a bridge between the hospital 
and the patient’s home. If patients are al- 
lowed to obtain jobs in town, this can be 
considered as a step in the direction of 
their homes yet within the supervision of 
the hospital authorities. Often the staff 
would like to know how a patient adjusts 
to a work situation that is unavailable on 
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the hospital grounds. This opportunity to 
work and earn money himself can add im- 
measurably to the self-respect of the patient. 

There is also the very practical matter 
of townspeople serving as volunteers at the 
hospital. This is an important aspect of any 
total-treatment program, not only in sup- 
plementing the hard-pressed occupational 
therapy department but also in giving the 
patient some further ties with the outside 
world. Often it is contact with a volunteer 
who is not identified as a formal member 
of the staff that is most effective in demon- 
strating to the patient that he can be ac- 
cepted as a member of an actual community. 
Many times the volunteer is able to supply 
the patient with such seemingly trivial but, 
to the patient, essential information on 
such matters as dress styles or coffee prices 
“on the outside.” The patient may be more 
apt to confide in the volunteer who he feels 
is not going to immediately report his words 
to his physician. 

Quite frequently the townspeople are 
unaware of the nature of a total-treatment 
program and the parts they might play in 
it. They do not realize that the most com- 
mon type of therapy in state hospitals is 
milieu therapy. Visitors to a state hospital 
often ask to see the places where “therapy 
is performed.” It can come as quite a sur- 
prise when they are told that it occurs on 
the grounds, in the occupational therapy 
shop, and on the dance floor. 

In any discussion of community-hospital 
relations, the potential therapeutic contri- 
bution of the county medical society should 
not be overlooked. There have been those 
(1) who have suggested the part-time em- 
ployment of local physicians as one solu- 
tion to the problem of understaffing at 


‘state hospitals. This can hardly be accom- 
plished if the local physicians are alienated 


from the hospital’s treatment program. Un- 
fortunately it is too often true that the local 





physicians have no identification whatever 
with the state hospital. Perhaps this can be 
remedied by a series of joint seminars or 
meetings for both groups. A good working 
relationship with the local medical group 
can serve the twin purposes of increasing 
their understanding of state hospital work 
and of opening up a source of part-time 
professional personnel that can help to re- 
lieve the burden on the hospital staff. Pos- 
sibly the local physicians might be used to 
treat the purely medical problems of the 
patients. This would tend to overcome the 
factor that Belknap (1) has reported as being 
the major reason why psychiatrists leave 
state hospital work—that they are not able 
to practice psychiatry due to the press of 
strictly medical and administrative duties. 

The last of the reasons why a hospital 
administration should be interested in es- 
tablishing good hospital-community rela- 
tions is the possibility of its meeting the 
mental health needs of the community. Be- 
cause a town is located five miles from a 
state hospital does not mean that all its 
mental health problems can be easily solved. 
There may be a pressing need for a com- 
munity clinic or guidance center for teen- 
agers. The townspeople may not be aware 
that the professional staff might be avail- 
able in the evenings as consultants or speak- 
ers, or willing to treat private patients. 


THE TOWNSPEOPLE 


From the standpoint of the community, the 
considerations involved can also be grouped 
under the three previous headings (social, 
economic or political, and clinical). How- 
ever, the clinical considerations, such as in- 
creased opportunities for outpatient service 
or mental hygiene education, have already 
been discussed. This section will therefore 
consider only the economic and social con- 
siderations involved in hospital-community 
relations. 
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Economic Considerations. There are 
many benefits to the economic life of the 
town when there are good relations with 
the hospital staff. The townspeople may 
not realize, or only grudgingly admit, the 
very large contribution to the town’s econ- 
omy made by the hospital community. In 
some instances the hospital may be the 
largest employer in the town or even the 
county, Yet almost invariably the towns- 
people feel that they are not getting as large 
a share of this purchasing power as they 
would like. They feel that the hospital 
staff, especially the professional personnel, 
prefer to go to larger towns or to the mail 
order firms to make their purchases. This 
is especially true with larger items such as 
new cars, stoves or refrigerators. This may 
be keenly resented by town businessmen 
who see the professional personnel buying 
their cars in cities a hundred miles from 
the hospital. However, they rarely know 
what to do about this except to complain 
to one another, to the state senator or to the 
hospital administration. An unfortunate 
situation can develop if the town merchants 
exert political pressure on the hospital ad- 
ministration to get a larger percentage of 
the hospital’s funds and the staff's salaries 
spent in the immediate area. 

To some extent the problem is an out- 
growth of the different value-systems of the 
two groups, the one group possessing an 
urban “bargain” orientation and unaware 
of the intangible advantages in buying from 
local merchants, the other seeing only that 
lowering the price of an article is going to 
cut into his profit margin. The situation 
is not hopeless, however, and can usually 
be resolved if the difference in values is 
understood. 

In this same vein the town merchants may 
be unaware of additional sources of pur- 
chasing power that could be channeled into 
the town’s economy if there were a better 
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understanding of the needs of the hospital. 
One source would be from relatives and 
friends of patients in the hospital. Often 
the town merchants make no attempt to 
cater to these groups by having adequate 
hotel space or eating facilities available. 
The visitors may be cautioned by the hos- 
pital administration that there are no satis- 
factory accommodations or told they should 
not make overnight trips. Hospital author- 
ities may be actually ashamed of the local 
eating facilities when conventions and meet- 
ings are held at the hospital. This can be 
an additional untapped resource for the 
local tradesmen. Many are not aware that 
several thousand visitors, excluding rela- 
tives of patients, may visit the hospital in a 
year. It would certainly be advantageous 
to both the hospital and the town to have 
satisfactory facilities available locally when 
such groups arrive. 

Another important point for the towns- 
people to consider is that negative stereo- 
types about the hospital may deter some 
town residents who might want to work 
“out there.” With the new pay scales the 
situation has changed drastically from the 
days when attendants were paid $60 a 
month plus board. Yet some townspeople 
who might be interested in taking a posi- 
tion are discouraged by neighbors who 
state, “I wouldn’t set foot on that place for 
all the money in the world.” Some wives 
may feel uneasy about their husbands’ 
working in a mental hospital. In such 
cases both the hospital and the townspeople 
are the losers. The townsman does not ac- 
cept the job that is most attractive and the 
hospital loses a potentially good and stable 
employee. 

It is not uncommon to find in isolated 
hospitals, as Belknap has pointed out, that 
the only contact between the townspeople 
and the hospital staff occurs among the non- 
professional employees. This may produce 
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very negative attitudes on the part of the 
townspeople, especially in places where the 
salaries for attendants are low and only 
transients will accept these jobs. In such 
cases the town merchants may refuse to ex- 
tend credit to hospital personnel, having 
had some very sad experiences with transient 
aides in the past. It may be a poor policy 
for the town merchant to generalize from 
these experiences and to regard the profes- 
sional personnel and the more stable non- 
professional personnel of the hospital as 
poor credit risks. 

Social Considerations. With amicable 
community-hospital relations, both groups 
will have the opportunity to meet new peo- 
ple, and people with different interests. 
This is important in view of the frequent 
complaint leveled against isolated state hos- 
pitals by the staff families that they see 
only “the same old faces.” Both the hos- 
pital people and the townspeople may be 
desperately anxious to enlarge the range 
of their acquaintances, but this can be 
difficult if there exists considerable social 
distance between the two groups. The hos- 
pital people turn inwards for companion- 
ship, which only reinforces the impression 
of the townspeople that the hospital people 
are cliquish. Negative stereotypes tend to 
develop about the type of individuals who 
work at state hospitals—such as the “for- 
eign doctors,” physicians denied state li- 
censes, do-gooders, etc. Better community- 
hospital relations could not only weaken 
the stereotypes of the townspeople as dull 
and provincial and of the hospital people as 
cliquish and strange; it would also provide 
both groups with wider social contacts. 

Better relations between the town and 
community can also bring about a clearer 
understanding of the nature of mental ill- 
ness and the types of patients that come to 
the hospital. The belief may still prevail 
that most mental patients are violent homi- 





cidal people. A visit to a state hospital will 
readily show how false this notion is. In 
the town adjacent to one state hospital, the 
local newspaper editor has been known to 
write outraged editorials suggesting that 
the hospital blow its steam whistle to alert 
the farmers in the area whenever a “crimi- 
nally insane” patient escaped. Nearness to 
a state hospital has undoubtedly been a 
cause of concern to many town residents. 
If the townspeople can be made to under- 
stand that very few mental patients are 
likely to become assaultive, this in itself 
would be quite a contribution to the peace 
of mind of many members of the commu- 
nity. The relief of these anxieties should 
contribute to better social relations in other 
spheres. 


CONCLUSIONS 


Although one can analyze the social system 
of the hospital in vacuo, it is important to 


realize that the system must be open at both 
ends—first to receive personnel, patients 
and commodities from the community, and 
then to send its patients back into the com- 
munity (on discharge, pass, etc.) and to send 
its staff there to reside and use community 
facilities. Hence it is essential that good 
communication be maintained between the 
town and hospital social systems. Surveys 
have shown the superstitions and prejudices 
in the community regarding mental hos- 
pital patients. The voluntary isolation of 
many hospital staffs is a good index of their 
feelings about the town residents. Both at- 
titudes attest to the social distance that 
must be overcome before the therapeutic 
potential of the town community can be 
fully utilized by the hospital and before the 
various advantages of being located near a 
large hospital can be exploited by the towns- 
people. 

How this can be accomplished is a com- 
plex matter. There are those who believe 
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that visits to state hospitals invariably af- 
fect the public’s attitudes adversely (3). 
There is recent evidence, however, that a 
planned program for the visitors and a con- 
certed attempt by the staff to explain their 
duties and goals can have an extremely 
beneficial effect on the visitors’ attitudes 
(4). Open houses during Mental Health 
Week are but one occasion that can be used. 
Staff lectures and aspects of the in-service 
training program (films, panels, etc.) may 
have an especial appeal to some townspeo- 
ple. Programs devoted to child psychology 
or care of the aged would certainly be well 
attended if a suitable time were chosen and 
the program were well-publicized. For the 
last five years Larned State Hospital in 
Kansas has held an open house for high 
school students. This has been very popu- 
lar among the students and the program is 
now being enlarged to include college stu- 
dents. The point to be emphasized here is 
that in many respects these are extremely 
practical programs from the standpoint of 
the hospital. College students (especially 
those considering careers in social work, 
medicine or psychology) may be interested 
in summer jobs at the hospital and towns- 
people may consider doing volunteer work. 

In conclusion it should be mentioned 
that there are some who foresee that the 
mental hospitals of the future will be con- 
siderably smaller than those of today. Pa- 
tients will be housed in day hospitals, night 
hospitals and psychiatric wings attached to 
community general hospitals. If this oc- 
curs, the problems we have described will 
be less pressing. It seems unlikely, how- 
ever, that this can come about in the very 
near future as state legislators will be most 
reluctant to abandon the multimillion-dol- 
lar structures that now house the mentally 
ill and to appropriate additional funds for 
a network of modern smaller units. Hence 
the problems of the large mental hospital 
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It is the author’s opinion that within a relatively limited period of time all those psychi- 
atric patients requiring hospitalized care will receive it in a general hospital rather than 
in the old state hospital systems. Owing to the increased knowledge of diagnostics and 
therapy, plus the public demand for general hospital care, it has become possible to estab- 
lish psychiatric divisions in general hospitals. At the present time, more than half of all 
patients who are hospitalized for diagnosis and treatment of mental illness enter such psy- 
chiatric divisions.—Excerpted with the permission of the Institute of Living (Hartford, 
Conn.) from a review of “Treating the Mentally Ill in General Hospitals” by D. Ewen 
Cameron, M.D., Connecticut Medical Journal, 22(April 1958), 290-99, in the Digest of 
Neurology and Psychiatry, 26(May 1958), 212. 
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Sociological aspects 
of schizophrenia 


Faris and Dunham (6) demonstrated the 
high incidence of mental illness in the 
lower social areas of Chicago in 1939. The 
increase was particularly in schizophrenia 
and more especially paranoid schizophrenia, 
whereas the incidence of manic-depressive 
psychosis was more evenly spread over all 
areas of differing social class. The essential 
facts were confirmed by other workers in 
the United States, including Tietze, Lemkau 
and Cooper (17) and Clark (3). 

Faris and Dunham explained the phe- 
nomenon by postulating that the social iso- 
lation in which these people lived was a 
causative factor in schizophrenia. Social 
isolation comprised the lack of contact 
with family, with friends and neighbours 
and social groups. Such people were un- 
able to hold jobs or sustain relationships 


and drifted down the social scale, accumu- 
lating in the poorest quarters of the city. 
Hollingshead and his co-workers, how- 
ever, showed that schizophrenia and neu- 
rosis were related to an upward social 
mobility, that it was the over-striving and 
over-aspiring person who broke down with 
schizophrenic and neurotic illness and that 
the breakdown usually followed a spell of 
upward mobility in the social structure (12). 
Hollingshead and Redlich confirmed that 
the incidence of schizophrenia was higher 





Dr. Whiteley is senior registrar in the department 
of psychiatry of Westminster Hospital, London. 
This is an extract from a paper which was awarded 
a £100 prize in the South West Metropolitan Re- 
gional Hospital Board’s competition for a research 
report and is published with the kind permission of 
the board. 


497 








in the lowest social class (11), but related 
this to the fact that the lower classes sought 
psychiatric aid later than the higher classes, 
treatment was of an inferior nature and the 
opportunities for rehabilitation fewer. 

“The upper-class patient rests on the 
therapist’s couch, the lower on the prison 
or hospital cot,” says Hollingshead, and the 
treatment of the latter group was more 
likely to be by organic means whereas the 
former was treated with psychotherapy. 
Cameron (2) also pointed out that the 
lower social groups seldom actively seek out 
psychiatric treatment. 

In England, Hare in Bristol has confirmed 
the fact that schizophrenia is more common 
in the lower social grades (8). He suggests 
that rather than a drift there is an active 
segregation of the pre-schizophrenic and the 
schizoid to the lodginghouse area where 
exists a certain social anonymity (9). He 
also points out, in this second paper, that 
there was a high incidence of schizophrenia 
in the area where the upper classes tended 
to room alone. He lends support, then, 
both to the theory of social isolation as a 
causative factor and to the theory that there 
is some separation of the incipient schizo- 
phrenic from the normal community. 

Gerald and Houston (7), studying family 
setting and schizophrenia in Massachusetts, 
found that those schizophrenics who were 
living alone at the time of the breakdown 
were concentrated in the central areas of 
the city. They concluded that the socially 
disorganised and anonymous lodginghouse 
areas attracted the schizoid personalities, 
accounting for the higher incidence of 
schizophrenia found there. Hare (10) en- 
larged on this hypothesis by showing that, 
in fact, half of a series of schizophrenics out 
of a family setting had had to separate from 
their families because of personality diffi- 
culties. This supported the segregation 
theory again, but he also showed that in a 


498 


quarter of the series separation had been 
brought about by sheer circumstance, and 
in these cases social isolation did not seem 
to play a part in the causation of the illness. 


MENTAL ILLNESS AND 
HOMELESS MEN 


With the above considerations in mind it is 
pertinent to examine studies of homeless 
men where social isolation is at its peak. 

Mayhew (13) pointed out the personality 
deficits of the vagrant, laying the blame 
with the parents. Anderson(l) has de- 
scribed the mixed causes of homelessness: 
employment difficulties, personality de- 
fects, social discrimination, wanderlust and 
emotional crises which may operate together 
or in varying degrees. Straus(16) has 
pointed out the essential ‘“undersocialisa- 
tion” of the homeless man, his inability to 
live and work with others, to share ex- 
periences and belong to groups and to con- 
form to the ways of society. Dunham in 
his report on homeless men and their 
habitats (5) says that the types who go to 
make up the homeless are so heterogeneous 
that no one theory will cover them but a 
broad sociological view is required, and the 
homeless man is seen as an incompletely 
socialised person exhibiting a high degree 
of social isolation. 

A previous paper by the _ present 
author (18) illustrated the high incidence 
of mental illness, particularly of schizo- 
phrenia in its paranoid form, in the home- 
less men of London’s lodginghouses and re- 
ception centres. The poor response to 
treatment was shown, and the high relapse 
rate, and it was confirmed that these men 
seldom seek out psychiatric aid when first 
ill. 

The present paper examines more closely 
the incidence of mental illness in the resi- 
dents of a reception centre—a London 








County Council establishment for the desti- 
tute. The relationship of the illness to the 
environment is considered. 


INCIDENCE OF MENTAL ILLNESS 
IN HOMELESS MEN 


A series of 100 “normal” homeless men were 
interviewed at random at the reception 
centre (as opposed to the “abnormal” group 
seen after transfer from the reception centre 
to a mental hospital and dealt with in the 
original paper). 


These men were classified into groups ac- 
cording to their psychiatric history and 
present mental state. (To be published.) 
They were grouped as follows: 


1. Nineteen had been in a mental hospital 
(including boarding from the services on 
psychiatric grounds). 


2. Thirteen had not been in a mental hos- 
pital but showed psychiatric abnormality. 


3. Twelve drank to excess but showed no 
other abnormality. 


4. Twelve drank to excess and showed 
criminal behaviour. 


5, Eight only showed criminal behaviour. 


6. Twelve were elderly inadequates with a 
fair adjustment to life. 


7. Twelve were elderly vagrants with a 
total apathy. 


8. Twelve were only transient by circum- 
stance (including one in Group 2—a homo- 
sexual temporarily estranged from his 
mother). 


Group 1 members did not differ from the 
type described in the first paper. They 
were irregular casual workers. Seven had 
been in prison for petty theft. Two were 
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married but apart from their wives. Few 
had any family contact. The diagnoses were 
as before—schizophrenics numbered 6, de- 
pressives 3, and one was an alcoholic. The 
diagnoses of the 5 boarded from the services 
and the 4 who had been in hospital many 
years ago were not available. Their present 
state was one of apathy, loss of initiative and 
withdrawal, and 3 of them were back in 
hospital within three months from being 
seen. 


Group 2 members were 13 who exhibited 
such psychiatric abnormality as to be re- 
garded as odd by their fellows and those 
who had to deal with them although they 
had never been in a mental hospital. These 
men fell mostly into the 49-57 age group. 
They included an alcoholic in delirium 
tremens who was removed to hospital, a 
chronic schizophrenic hoarding rubbish and 
another with a marked thought disorder. 
Two men had personality changes after 
head injury and another a_ hysterical 
tremor. Others were extremely withdrawn 
or expressing bizarre ideas or were slightly 
paranoid in outlook. 

Mental illness amongst this population 
was then viewed from another angle when 
all who had been transferred from the re- 
ception centre to a mental hospital or ob- 
servation ward or referred to a psychiatric 
clinic during the first ten months of 1955 
were followed up. Again the personality 
background and the range of diagnosis was 
similar: schizophrenia, 14 (1 in first re- 
ferral); depression, 6 (1 in first referral); 
alcoholism, 4 (2 in first referral); epilepsy, 
1, and psychopath, 2. 

This latter group, however, enabled more 
exploration of the symptomatology to be 
carried out as they were longer under obser- 
vation. Half of the schizophrenics (7) ex- 
pressed delusions of sexual interference. 
“They say I’m a sex maniac,” “... that I'ma 


499 





homo,” “I’m impotent because of mental 
deterioration,” “I have V.D.,” “I’m being 
drawn out through the penis.” One of the 
depressives also complained of impotence 
and another expressed fears of impotence 
and a third said nocturnal emissions were 
sapping his strength. Another man classi- 
fied as a psychopath had expressed the idea 
that people were making homosexual ad- 
vances to him. Paranoid symptoms were 
expressed by no fewer than 7 of the 14 
schizophrenics, and another 4 of the others 
had paranoid ideas. 

During the first ten months of 1955, 5,090 
individuals were dealt with at this recep- 
tion centre, and of these the above 27 were 
admitted to a hospital for psychiatric care 
and another 5 were referred to out-patient 
psychiatric clinics. This gives an incidence 
of .53% requiring admission to a mental 
hospital. However, only 4 of these men 
were in their first attack and so the inci- 
dence of new mental illness in this ad- 
mittedly small series was only .078%. 

The above figures represent only those 
who were so disturbed as to require removal 
to a mental hospital—usually as an acute 
emergency—and we have already seen that 
for 19 of 100 men who had once been in a 
mental hospital another 14 exhibited overt 
mental abnormality. This gives a total 
incidence of 33% of the vagrant population 
being at one time or another psychiatrically 
abnormal. 

The incidence of mental illness in the 
general population is compared here with 
the figures for homeless men, the figures for 
the general population being taken from 
the Registrar General’s Statistical Re- 
view (15). It must be noted, however, that 
the age distributions are not identical. 


Admission rate to mental hospitals 


Males in Greater London (1951) 0.118% 
Males from reception centre (1955) 0.53% 
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Rate for first admissions 


Males in general population (1951) 0.079% 
Males from reception centre (1955) 0.078% 


Admission rate for schizophrenia 


Males in Greater London (1951) 0.0321% 
Males from reception centre (1955) 0.27% 


Admission rate for schizophrenia 
(males—1951) 


In occupations of social class 5 
From reception centre 


0.08% 
0.27% 


It will be seen that there is a higher inci- 
dence of mental illness in the reception 
centre environment but the incidence of 
first admissions is relatively unchanged in 
this very small series. Whilst there is an 
accumulation of psychiatric casualties the 
increase is particularly in schizophrenia and 
the incidence of schizophrenia is higher in 
the reception centre than it is in social 
class 5 (4) where the incidence is highest in 
the general population. 


RELATIONSHIP OF MENTAL 
ILLNESS TO HOMELESS 
ENVIRONMENT 


The question of whether the patient became 
mentally ill before taking up life in the 
“down and out” environment could not 
always be reliably determined. 

Of the series reviewed in the original 
paper—homeless men admitted from the 
lodginghouses and reception centres to an 
observation ward over a 2-year period—it 
appeared that 77 were referred for psy- 
chiatric care prior to becoming vagrant and 
53 were so referred after taking up the 
vagrant life. In many of these cases, how- 
ever, it was evident that the illness had ex- 
isted prior to their becoming vagrant and 
had often precipitated that state. 

Of 22 schizophrenics in relapse dealt with 
in that paper all but 3 had been in a men- 
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tal hospital prior to coming to live in the 
lodginghouse or reception centre. Of the 
10 schizophrenics in that series who were 
being referred for psychiatric care for the 
first time all but one had only recently 
taken up this way of life. In only this one 
case was there evidence of two or three 
years of such living and a shorter history 
of symptoms. In 3 cases the history was 
vague but in the other 6 there was clear 
evidence that it was the onset of symptoms 
which had led the patients into the “down 
and out” environment. 

With the other diagnostic categories the 
tendency was similar except that the de- 
pressive illnesses often occurred for the first 
time in men of 40-50 after they had been 
living some time in lodginghouses. These 
men had usually betrayed some evidence of 
other instability previously, however, in 
their unsettled work record, broken mar- 
riage, etc., and were at best inadequate 
personalities. 

Of the 19 men seen in the reception 
centre who had been in a mental hospital 
all but 3 had been in hospital prior to tak- 
ing up this way of life. Of these 3—an 
alcoholic, a depressed inadequate psycho- 
path and a schizophrenic—all had shown 
evidence of instability for some time prior 
to coming to the reception centre where 
their condition had then become florid. 
Two of these three later became subject to 
repeated admissions to hospital. 
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Of the 27 who fell ill during 1955 and 
were removed from the reception centre to 
a mental hospital 17 were referrd to hos- 
pital before and 10 after taking up resi- 
dence in the centre, but again there was 
evidence of symptoms in the latter prior to 
taking up the unsettled way of life and in 
almost all cases it could be seen that it was 
the symptoms which had caused them to 
take up the vagrant life. The distribution 
of the latter cases is seen in the table. 

The personality and attitudes of the 
mentally ill homeless men did not differ 
appreciably from that of their not mentally 
ill colleagues. They displayed the same 
lack of family contact, the inability to form 
or sustain marital relationships, the same 
proportion of excessive drinkers and delin- 
quents, and they were equally unsatisfactory 
workers. They exhibited only a more ex- 
treme degree of social isolation, and this 
was perhaps reflected in the fact that fewer 
of the mentally ill series had embarked upon 
marriage. The ratio of single to married 
was 24 to 9 in the two groups of mentally 
ill and mentally abnormal (1 and 2) pre- 
viously referred to in the review of 100 resi- 
dents in the reception centre. Amongst 
the remainder of this series the ratio was 
21 married to 46 single. 

From the environment of suspicion and 
isolation they probably take their sexual 
delusions and paranoid symptoms, but no 
other definite factors emerge. 


COMMENT 


Whilst it is agreed and confirmed that these 
men seldom seek out psychiatric aid when 
first ill, Hollingshead’s second premise to 
account for the accumulation of schizo- 
phrenics in the lower social groups—the 
poorer treatment extended to them—is 
hardly applicable in England, where psy- 
chiatric treatment is fairly standard under 
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the National Health Service. In any case, 
it is questionable whether psychotherapeutic 
methods are more efficacious as he sug- 
gests. Hare (8) also questions this explana- 
tion, pointing out that if inferior treatment 
were the cause of the higher incidence it 
would apply equally to manic-depressive 
psychosis but yet there is no similar increase 
in the incidence of that disease in the lower 
social groups. The third of Hollingshead’s 
factors seems the most applicable—that op- 
portunities for rehabilitation are poorer 
when the patient is apart from the family 
group. There is a consequent increase in 
the reception centres and common lodging- 
houses of chronic schizophrenics and those 
only partially remitted. 

It is also shown here that the majority of 
the homeless men who fall ill were ill prior 
to taking up the homeless life and that they 
did in fact drift into the reception centres 
and lodginghouses as they became ill and 
unable to hold jobs or rooms, having 
neither family nor friends to care for them. 
In the unsettled environment their symp- 
toms quickly became florid. 

On the other hand, those that showed no 
overt psychiatric abnormality appeared to 
have actively segregated themselves from 
society in the way that Hare suggests. 

Social isolation was seen to be common to 
the whole population in this environment 
—mentally ill or not. Social under- 
development and isolation existed from an 
early age; only the marriage factor suggested 
a more extreme degree of isolation in those 
who become ill. It does seem, however, 
that social isolation plays a part in the 
causation of depressive illness. Depression 
coming on for the first time in late middle 
life was not uncommon in the lodginghouse 
dwellers; these men would talk with mis- 
givings of their lives and lack of family or 
friends. Social isolation probably exerts 
its biggest influence, however, in the post- 
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hospital stage. At the time when the re- 
covering psychiatric invalid needs the se- 
curity of his family and home and the 
assurance and encouragement of his friends 
and relatives, the homeless man is returned 
to the cold solitude of his bunk in a friend- 
less dormitory. There is little hope of re- 
habilitation—the climb is too severe—and 
he relapses and continues to relapse, and 
the accumulation of similar cases con- 
tinues. 
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School phobia 


School phobia is distinguished from the far more common problem of truancy. The 


truant usually spends his time away from home. The phobic child urgently communi- 
cates to his parents his inability to go to school and is usually unwilling to leave home at 
all during school hours. Most commonly, he is of average or better intellectual endow- 
ment and has done well academically prior to the onset of his neurotic symptoms. His 
difficulty may, present itself frankly as fear of attending school or may be thinly disguised 
as abdominal pain, nausea and vomiting, syncope—or the fear of nausea or syncope in 
school. Frequently, the child is unable to specify what he fears. Systematic study of 
these children reveals that, almost without exception, the basic fear is not of attending 
school, but of leaving mother or, less commonly, father. School phobia is a variant of 
separation anxiety. The key to successful treatment lies in insistence on an early re- 
turn to school for older children or the introduction to a therapeutic nursery school for 
the younger; left at home, the patient is further isolated from his peers, multiplies his 
anxiety about returning, is trapped in the vortex of family pathology and is reinforced to 
persist in infantile maneuvering by the “success” of his efforts—Excerpted with the per- 
mission of the Institute of Living (Hartford, Conn.) from a review of “School Pho>ia: A 
Study in the Community of Anxiety” by Leon Eisenberg, M.D., American Journal of Psy- 
chiatry, 114(February 1958), 712-18, in the Digest of Neurology and Psychiatry, 26(April 


1958), 168. 
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Group casework 


with relatives of 


adult schizophrenic patients 


All of us who work with schizophrenic pa- 
tients are aware of the complexities of the 
illness. While great strides have been made 
in understanding its origins and treatment, 
there is still no unanimity among psychi- 
atrists which would with finality permit 
them to say, “We understand schizo- 
phrenia.” Instead, we find that there are 
some who emphasize possible organic fac- 
tors while others stress the psychological 
aspects. ‘Therapy consists of drugs, shock 
treatment and/or psychotherapy, which 
may range from almost complete passivity 
to a “total push” program. 





At the time this paper was written Mr. Mass was 
casework supervisor in the Veterans Administration's 
mental hygiene clinic in St. Louis, where Mrs. 
Odaniell was a staff social worker. He is now 
supervisor of students at the VA’s mental hygiene 
clinic in San Francisco. 
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If schizophrenia is perplexing to the ther- 
apist, imagine how confusing and exhaust- 
ing it must be for the relative who cares 
for the patient, is much more emotionally 
involved and has many emotional problems 
of his own to contend with. How should he 
react to the peculiar mannerisms and illogi- 
cal reasoning? If he is too lenient, the pa- 
tient’s demands may become insatiable. If 
he is harsh or abrupt, the patient may feel 
rejected. In addition to this dilemma he 
may be limited in his quest for help. Usual 
sources of guidance and support—such as 
other relatives, friends, ministers and physi- 
cians—may not be able to offer the neces- 
sary assistance. Prejudice, judgmental atti- 
tudes, lack of specialized knowledge, and 
failure to appreciate the needs of the indi- 
vidual hamper the outsider in offering 
services. 





When the relative comes to the clinic he 
may be quite helpless in reacting properly 
to the patient, full of doubts, filled with 
overwhelming guilt and apprehension. 
Sometimes as a defense he insists that his 
methods are correct without need for 
change, but generally he hopes to get direct 
advice. 

This article is based on experiences with 
two groups which met two years apart. 
There were differences in the management 
of each which had important effects on 
group activity and reactions. The first 
group met once monthly over a period of 
four years. The same male caseworker su- 
pervised both groups. In the second group, 
which lasted for six months and met weekly, 
another social worker acted as recorder. 
She did not actively participate in the 
group, but performed a most valuable func- 
tion in discussing after the meeting her ob- 
jective impressions and opinions of the 
group activity; the members only rarely re- 
sponded to her overtly. The more frequent 
meetings served to facilitate group inter- 
action and relationships and created a more 
dynamic and faster moving situation. The 
addition of a recorder freed the group 
leader from taking notes and allowed him 
to respond more fully to the group process. 

It was necessary for the group leader to 
be mindful of the total treatment program, 
to give proper consideration to the patient's 
treatment and to the casework needs of the 
relatives. Special emphasis was placed on 
the interrelating factors between the rela- 
tive’s background and the patient’s person- 
ality structure as seen in the following 
examples. 


Mr. B, an unmarried 27-year-old veteran, 
was in the service for two years before his 
discharge for inaptitude and enuresis. Fol- 
lowing his return home he showed irra- 
tional thought, bizarre behavior and poor 
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contacts with reality. His improvement 
after two months of private hospitalization 
was not maintained, and he was brought to 
our clinic for treatment. 

He was the third of four siblings. One 
older sibling is married and apparently has 
not presented any serious emotional prob- 
lems. The older sister is unmarried and 
still lives in the parental home. The young- 
est brother was described as a mental defec- 
tive. Shortly after birth the veteran devel- 
oped jaundice and required more care than 
the other children. This special attention 
persisted as he was often ill throughout his 
childhood and displayed numerous emo- 
tional difficulties such as enuresis and diffi- 
culty in adjusting at school. 

Both parents had a deprived economic 
life and a difficult emotional background in 
Europe and faced problems of readjustment 
after they arrived in the United States. Mr. 
B’s father was especially troubled and 
seemed to resent the attempts of his wife to 
enjoy herself. They lived in one room 
even after the children were born and there 
were constant financial pressures to contend 
with. 

Mrs. B was overprotective towards her 
son throughout his life. This was appar- 
ent in her contacts with us. She insisted 
upon accompanying him to the clinic, al- 
though she was discouraged from doing this 
since he could come alone. Intellectually 
she could understand the reason for her ac- 
tions, but emotionally she could not give 
up the mother-infant relationship even 
though it often involved considerable per- 
sonal sacrifices. She would almost compul- 
sively repeat actions which were designed 
to intensify the veteran’s feelings of inade- 
quacy. His often helpless manner encour- 
aged her in this respect. In our earlier deal- 
ings she showed a lack of conscious concern 
about overtly bizarre behavior and con- 
stantly stated, “He'll be all right . . . It 
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just takes time . . . He really likes us.” etc. 
Her actions belied her pollyannaish ap- 
proach to her son’s illness. She kept up a 
never-ending vigil which allowed only dis- 
turbed sleep, and she became tense, anxious 
and physically exhausted. 


Mr. F was a 35-year-vid unmarried patient 
who was hospitalized while overseas because 
of marked confusion and bizarre behavior. 
He made stereotyped responses to questions, 
he was manneristic and his speech was il- 
logical and disconnected. At times he 
showed catatonic behavior with mutism. 
He was discharged from service and trans- 
ferred to a VA hospital where he was given 
shock treatment and later was placed on 
trial visit status. 

The patient's early history indicated no 
known special problems as far as his physi- 
cal development was concerned. He was 
very closely attached to his mother and be- 
came known as a “mamma’s boy” by his 
sisters. He was bashful and withdrawn and 
had no close friends of either sex. He com- 
pleted three years of high school, then quit 
because he lost interest. He had several 
jobs which included house canvassing for 
information, messenger work and bottle 
washing. 

Both his parents were born in Europe, 
his father in Germany and his mother in 
the Ukraine. They had many financial dif- 
ficulties, especially when the patient was 14 
and the father lost heavily through poor 
investments. There were two younger sis- 
ters, one of whom married a minister and 
left town. The other sister was a member 
of our relatives’ group. The mother was 
too ill to come to the clinic. 

This sister was 34 at the time, single and 
closely attached emotionally to her mother, 
although she was not aware of the degree. 
She was a steady worker, participated in 
church activities faithfully and in many 
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ways was overly conscientious in doing the 
“right thing.” In her relation to her 
brother she was uncertain and befuddled. 
She wanted him to go out socially with her 
“because it was good for him,” observed his 
movements very closely and became upset 
at both minor, as well as gross bizarreness, 
not recognizing that her own feelings inter- 
fered with her ability to evaluate the situa- 
tions concerned. 


REASONS FOR A GROUP 


Through talking with the patients we be- 
came increasingly aware of the important 
roles played by their relatives, and we de- 
veloped an interest in possible modifications 
which might take place in the patient's con- 
dition if some form of treatment was also 
extended to the relative. 

Several factors were taken into considera- 
tion in electing to see the relatives in a 
group. Previous interviews with relatives 
gave indications that they had strong guilt 
feelings about the patient’s condition. 
There was a tendency to feel the responsi- 
bility for precipitating the illness as well 
as perpetuating its present state. In one of 
the group sessions this attitude was dis- 
cussed along this line: 


Mrs. B turned to Mrs. S and pointed out 
that she did not think Mrs. S should feel 
that her son’s illness was her fault as one 
person is never completely to blame. Mr. 
S felt they spoiled their son, while his wife 
remarked that she didn’t want to put her 
husband “on the spot” but there never was 
any cooperation in the family. Others in 
the group made reassuring comments. Mrs. 
B said her husband wanted to stay home 
and help his younger son dress for the Boy 
Scout meeting, but she insisted that he come 
to the group meeting because “this boy 
must learn to care for himself.” She didn’t 
want to make the same mistake again. 





Although it was not considered beneficial 
to attempt to suppress these guilt feelings, 
it also was necessary to avoid situations 
which tended to create more guilt. It was 
believed if the individuals were included in 
a group the existing feelings could be han- 
dled and the possibility of arousing more 
guilt would be lessened. Only in a group 
situation could they have the opportunity 
to meet and discuss their difficulties with 
several people undergoing similar experi- 
ences. This would offer an advantage of 
numerous reassurances from other group 
members and an opportunity to accept their 
own feelings in a more realistic perspective. 

It was also believed that a feeling of “one- 
ness” and sharing of a common goal would 
arise out of the similarities of their situa- 
tions. In a group each participant would 
have an opportunity to identify with others. 

The relatives were expected to be am- 
bivalent about the acceptance of the part 
they played in the illness. Because of this 
and their own unconscious needs they 
tended to perpetuate patterns of behavior 
which were destructive to the patients. 
These patterns might be more easily recog- 
nizable to the relatives if they could see 
similar patterns reflected in the behavior of 
others. Interpretation by the group mem- 
bers was expected and it was believed it 
would prove more meaningful than if given 
solely by the caseworker. 


COMPOSITION OF THE GROUP 


The composition of both groups indicated 
a broad cultural range which included 
widely different national origins, diversified 
economic backgrounds and certainly a vari- 
ety of temperaments and emotional reac- 
tions. For example, in the first group there 
were members of Irish, Negro, Jewish and 
Austrian extraction. The three major faiths 
were represented in both groups. Religious 
differences were never considered to handi- 
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cap group interaction at any time. The 
number at the group meetings varied, but 
there seemed to be more action when six 
members were present. 

An interesting development, which oc- 
curred in the second group, seemed to arise 
spontaneously from the needs of some of 
the members. The fathers of three of the 
patients were encouraged to attend the 
meetings by their wives and by the patients. 
The two men who assumed a more passive 
role in the family situation remained in the 
group while the one who was a controlling, 
overtly rejecting father and who could not 
face his role in the patient’s illness discon- 
tinued after three sessions. His wife, who 
became very upset when the group discussed 
emotional aspects which were frightening 
to her (associated with failure in her role as 
a mother), also discontinued at the same 
time. 

There were three single sisters in both 
groups. They carried the primary respon- 
sibility for the patient’s care. Early in con- 
tacts with them individually a particularly 
confusing relationship with the patients 
was noted. In a sense they assumed the 
roles of mother, sister and wife simultane- 
ously. They had little insight initially and 
were often unduly upset by some of the 
patient’s actions. For example, Miss F was 
quite perturbed because her brother did 
not take her to parties and dances. Miss A 
watched through the keyhole while her 
brother masturbated in the bathroom and 
wanted assistance in keeping him from en- 
gaging in this practice. Miss S constantly 
threatened her brother with return to the 
hospital because he went out at night with- 
out telling her where he spent his time 
(even though he was never involved in any 
trouble). 


GROUP PROCESS 
Since each potential group member had 
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been seen individually for the purpose of 
explaining the group, no effort was made 
to give further interpretations of the group's 
function during the early meetings beyond 
the explanation that the illness was viewed 
as a problem common to all, thus the rea- 
son for meetings. The relatives at first 
seemed uniformly to believe that focus 
should be kept on problems which they 
viewed as directly involving the patients, 
and felt they should limit themselves to “re- 
ports” on the patients’ behavior. 

In the early meetings most of them cen- 
tered their discussion on a descriptive ac- 
count of the veterans’ symptoms, stressing 
those which contributed to difficulty in rela- 
tionships at home. They questioned each 
other a great deal and seemed to seek mu- 
tual similarities in their situations. This 
early phase was also characterized by a 
tendency to seek direct advice from the 


group leader and by attempts to gain the 
clinic’s impression of the patients’ condi- 


tions. As the participants became more 
comfortable in the group and some of their 
resistances were met, this type of activity 
diminished and focus was more on their 
means of handling various difficulties cre- 
ated by the patients’ behavior. This con- 
tinued to be an important issue throughout 
the meetings, but through the direction of 
the group leader they were also able to ex- 
amine their own feelings about the patients. 
In the later meetings some of the members 
displayed ability to bring out their own 
problems which were independent of the 
patient and his problems. The focus here 
was not to treat them intensively, but to 
enable them to evaluate their role and more 
effectively increase their ability to see them- 
selves in relation to the patient’s current 
needs and demands. 

Resistance of one type or another was 
present throughout the sessions. Several 
relatives displayed resistance to being in 
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any way associated with the veteran’s illness 
or treatment by refusing to take part in the 
meetings, either by not attending or by re- 
maining silent while there. Most resistance 
was accompanied by a defensive hostility 
displayed by the relatives and seemed to 
center around accepting their roles in the 
behavioral difficulties of the patients and 
around discussing themselves. Hostility 
was often directly expressed toward the 
group leader and by the relatives toward 
each other with very direct interpretations 
and criticisms. In the early sessions they 
occasionally demanded that the group 
leader explain in what way they were to be 
helped by the group and cited the group’s 
failure to provide the type of help they felt 
they needed. At much later periods there 
were more expressions of appreciation for 
the group. To demonstrate the above men- 
tioned points and their relatedness some of 
the group interplay is included in the 
following example: 


The group discussed the handling of hos- 
tile feelings by one of the patients towards 
his parents, who were both present in the 
meeting. The group leader said he felt that 
Miss A wanted to say something. She sighed 
and said that it wouldn’t take her long to 
make up with someone. Mrs. S responded 
by saying they couldn’t do this because that 
would indicate to her son that they were 
wrong. Also they didn’t want him to re- 
turn to their home, because she had 
“enough to make her nervous” with her 
husband there all the time. Miss A retorted 
that she did not come here to get help with 
her difficulties, but she tried to think about 
them and solve them herself. Mrs. S won- 
dered why she did come here and at first 
Miss A laughed and said, “To listen to 
other people and maybe help them with 
their problems.” Mrs. S responded sarcasti- 
cally that this was fine and they certainly 





appreciated her help. (Actually Miss A did 
discuss her background at another session.) 
She continued by being critical because Mr. 
and Mrs. S didn’t take their son back to live 
with them. Mrs. S became quite angry, yet 
said that was “fine” and that she was “glad” 
to get any advice she could. She turned to 
the group leader and remarked she often 
needed advice but “he said nothing.” He 
said she sounded dissatisfied with the way 
things were going. She agreed, then—di- 
recting her remarks to each member indi- 
vidually—implied that their advice was no 
good. Some of the group members offered 
suggestions, including the group leader, who 
tried to direct attention to the atmosphere 
in the home rather than any specific oc- 
currence, but she denied that there was ten- 
sion in her home. She turned to the group 
again saying she was quite comfortable with 
them and wanted advice (which she was 


ready to reject) but later suggested that they 
change the subject and talk about someone 
else. 


Intragroup relationships developed early 
in the meetings and were of’ great impor- 
tance in their effect on the group and its 
individual members. As a whole, they 
seemed to be aware of the individual’s need 
for support and acceptance. As reported 
earlier, when one group member talked of 
guilt feelings about her son’s illness, all sup- 
portively assured her that they too experi- 
enced similar feelings. Another mother in 
conflict about accepting recommended hos- 
pitalization for her son was encouraged by 
the group to use the group meetings to work 
through this conflict, although this meant 
that for a period of several weeks little time 
was left in the meetings for consideration of 
their problems. 

A type of “family relationship” seemed 
to develop which often resulted in sibling 
rivalry-like activity, but which also allowed 


Group Casework with Relatives 


MASS AND ODANIELL 


the relatives enough mutual support to ex- 
press themselves freely and to gain more 
benefits from the group activity. 


ROLE OF THE GROUP LEADER 


The group leader approximated an author- 
itative figure who was kindly and firm, 
understanding but not overly sympathetic. 
He needed to direct the different personali- 
ties and forces occurring in a group to keep 
the discussion meaningful and useful, and 
to protect individual members from poor 
advice or excessive hostility directed by one 
or more of the other group members. It 
was important, subtly or directly as the 
need arose, to sift the meaningful from the 
unnecessary, and to encourage more passive 
members to have their say. Pauses seemed 
longer, similar opinions expressed by several 
persons seemed to have more impact, and 
in general group casework was more fatigu- 
ing to the group leader. Counter trans- 
ference certainly needed to be considered 
and handled, and for that reason discussions 
with the recorder were especially helpful. 
A group rapport needed to be encouraged 
and fostered in keeping with the ultimate 
goals of helping the relatives and patients. 
It was important to understand the group 
processes and dynamics which produce 
more intensive and complex feelings than 
is usual in individual casework. 


EVALUATION OF THE EXPERIENCE 


The most impressive results from the meet- 
ings of both groups were the great reduc- 
tion of irritating occurrences between the 
patients and family members, and the more 
comfortable and relaxed atmosphere in the 
homes. It is certainly significant that in the 
three years since the termination of the first 
group and in the 16 months since the last 
contact of the second group only one rela- 
tive has called in an alarmed manner to 
seek help. From the patients, most of whom 
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still come to the clinic, there also has been 
a noticeable diminishing of complaints 
about home conditions, except in one case 
where the parents did not continue in group 
casework. 

The following factors, we believe, con- 
tributed to these improvements. As men- 
tioned earlier, the relatives were able to 
gain information about handling the pa- 
tients’ problems, primarily from others who 
experienced fundamentally similar difficul- 
ties. As a corollary to this point, the rela- 
tives were able to distinguish between 
minor (or imaginary) and major difficulties. 
Mrs. B learned that it was not so important 
for her son to drink his milk as he did as a 
child, but later did accept the recommenda- 
tion for hospitalization. Mr. and Mrs. S 
were unduly upset by the patient’s hostile 
remarks—‘What did we do to deserve this?” 
—but eventually, although with great re- 
luctance, they accepted his need to assert 
his own personality, and moved away from 
him. 

The recognition by the relatives that they 
had emotional problems, many of long dur- 
ation and exclusive of those presented by 
the patients, served to lessen the intensity 
of their hold on the patients and relieved 
more basic anxieties they possessed. This 
was difficult for the group members to do 
and much resistance was met, but enough 
material of this nature was discussed to 
prove useful and meaningful. It was im- 
portant for the leader to proceed gingerly 
because this was perhaps the major defense 
and most feared subject which confronted 
the group. This fear of exposure of their 
own “faults” undoubtedly played an impor- 
tant part in frightening away several mem- 
bers who did not participate regularly and 
quit after a few sessions. 


One may ask: Would group orientation 
meetings with a speaker, followed by group 
discussion, serve the same purpose? We do 
not believe that this approach is as soul- 
searching nor as personally meaningful to 
the members as group casework. If one 
assumes that the feeling tones, subtle as 
well as overt in expression, which occurred 
between the patient and his parents influ- 
enced the development of his illness, then 
it would be logical to assume that if the 
key relatives developed more insight into 
their own problems, along with a more gen- 
eral educational process, they might become 
sources of support to the patient. 

The key which unlocked the door to a 
real change in behavior and attitude turned 
when the members spoke about themselves 
—often with great emotion and relief. Some 
of our fears about arousing such feelings 
were unfounded; we learned, for example, 
that resistance did not necessarily mean un- 
willingness to talk about themselves. As in 
individual casework, care was taken by the 
group leader to give necessary support as 
more personal defenses were exposed; even 
more important, the group members sup- 
ported each other on these occasions. 

Perhaps the most important sidelight to 
our group experiences was the greater ap- 
preciation that we gained of the relatives 
who tried so hard and were basically so 
sincere in their efforts to do the right thing, 
though these efforts were accompanied by 
personal pain brought on by actual un- 
pleasantness and their own sense of failure. 
This was not easy because of our own preju- 
dices and because of actually witnessing the 
results of their earlier unknowingly destruc- 
tive actions. They seemed much more 
human and understandable as we became 
better acquainted with them. 
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- Pre-hospitalization contacts by 
community health and welfare 


agencies with individuals having 
major mental illnesses 


REASONS FOR A SPECIAL STUDY 
One of the major areas of concern for any 
mental health program is the early recog- 
nition of individuals who are developing 
major mental disturbances. Preventive serv- 
ice with these individuals and their fami- 
lies might have immediate and concrete 
effects in lowering the extent and duration 
of hospitalization. There is little informa- 
tion available at present, however, about 
the extent to which these people come in 
contact with or are known by community 
health and welfare agencies before commit- 
ment. This problem is of vital concern 
since the agencies could effect improvement 
in the mental health of the disturbed indi- 
viduals and their families. ‘ 


PURPOSE OF THE STUDY 
The specific purpose of the present study 


was to determine the extent to which indi- 
viduals who were becoming mentally ill 
were known to the health and welfare agen- 
cies of the community before they became 
seriously disturbed, and to determine if 
their families were known to these com- 
munity agencies. 


GENERAL DESIGN 


The general design of this study was to de- 
termine how many patients who were ad- 
mitted for the first time to the Austin State 
Hospital from Travis County during the 
calendar year 1956, and their families, were 
known during the preceding three years to 





This research is part of the research program of 
the Division of Mental Health (Charles F. Mitchell, 
director) of the Texas State Department of Health 
(Henry A. Holle, M.D., commissioner), 
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representative major health and welfare 
agencies in Travis County. This, of course, 
does not represent the services provided to 
other mentally ill individuals by the 
agencies. 

Travis County is a central Texas county 
with an estimated 1955 population of 181,- 
000. Most of this population lives in the city 
of Austin, which is the state capital. Travis 
County was selected for this study because 
of its relatively well-developed complex of 
health and welfare agencies. 


PROTECTION OF AGENCIES 

All the agencies involved were given an op- 
portunity to read all reports before publi- 
cation to correct them for possible misinter- 
pretations. 


PROTECTION OF PATIENTS 
To protect the anonymity of the patients, 


this study was carried out by specially as- 
signed staff of the central office of the Di- 
vision of Mental Health, Texas State De- 
partment of Health. No one but these staff 
members of the central office saw the list of 
patients which was used. 


PROCEDURE 


1. A list of all patients admitted to the 
Austin State Hospital during the calendar 
year 1956 was obtained from the Board for 
Texas State Hospitals and Special Schools 
through the cooperation of the superin- 
tendent of the Austin State Hospital. 


2. A research assistant from the Division of 
Mental Health, through the cooperation of 





1 The records of the social service department of the 
hospital were used in this study. For these pur- 
poses, the hospital is considered a health agency of 
the community rather than a medical service. Most 
patients of the hospital are private; however, since 
it is a city-county hospital, all medically indigent 
residents of Austin and Travis County receive medi- 
cal care at no cost. 
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the community health and welfare agen- 
cies, was allowed to search the records of 
eleven agencies to determine whether the 
patients or their families had been known 
to them at any time during the three years 
preceding admission to the hospital (1953- 
55). These agencies were: 


e Adult Probation Department of the Dis- 
trict Court 


e Austin-Travis County Health Depart- 
ment 


e Austin-Travis County Welfare Depart- 
ment (general assistance agency) 


e Brackenridge Hospital (city hospital) + 


e Child and Family Service (family service 
and child placing agency) 


e Community Guidance Center (child guid- 
ance clinic) 


e Juvenile Probation Department (serves 
delinquent and also dependent children) 


e Salvation Army (individual and group 
services) 


e Social Service Exchange (as a check on the 
thoroughness of the search) 


e Austin area office of the State Department 
of Public Welfare (categorical assistance 


agency) 
e Visiting teacher department of the Austin 
Public Schools (school social work services) 


These agencies were selected as being 
those most likely to have contact with 
families having a mentally ill member, and 
constitute the larger health and welfare 
agencies in the county which provide serv- 
ices to individuals and families. 

The period of three years prior to ad- 
mission to the hospital was chosen for study 
as a compromise between an interest in 
learning of any agency contact with the pa- 





tient and the physical limitations of 
securing data from agencies which have a 
wide variety of record systems. In addition, 
the major interest in this study was in ex- 
amining agency contacts with patients at 
the significant period when they were most 
likely moving toward the crisis which 
eventually led to hospitalization. 

An individual was counted as having con- 
tact with an agency if he were either regis- 
tered as an individual receiving service 
from the agency or had any contact with 
that agency concerning some other member 
of his family who might have been regis- 
tered as a case. A family was considered to 
have contact with an agency when the serv- 
ice of the agency was for the family unit and 
at least one member of the family was 
registered. An example would be a chil- 
dren’s agency where, although the child was 
the focus of service, parents were also being 
served, or where the agency records indi- 
cated that an additional family member had 
actually received service. 


3. Tabulation of the results was done by 
the Division of Mental Health to answer 
major questions of interest. 


RESULTS 


1. How many patients were first admitted 
to the Austin State Hospital from Travis 
County in 1956? 


A search of the list of patients admitted for 
the first time to the Austin State Hospital 


TABLE 1 


Pre-Hospitalization Contacts 
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from Travis County in the calendar year 
1956 provided by the Board for Texas State 
Hospitals and Special Schools revealed that 
22 out of 170 patients had home addresses 
which were not in Travis County.? Since 
these individuals did not reside in Travis 
County, they were not used in calculating 
the results since it is unlikely that they 
would have been served by Travis County 
agencies. The remaining 148 patients were 
used as the basis for all further calculations. 
On the basis of the estimated 1955 popu- 
lation in Travis County of 181,000, the 
incidence of 148 new admissions is a new 
admission rate of 81.7 per 100,000. On the 
basis of the 170 new admissions, an admis- 
sion rate of 93.9 per 100,000 is obtained. 


2. How many patients and/or their families 
were known to one or more agencies? 


As will be seen in Table 2, 34% of the pa- 
tients were known to one or more agencies 
within the 3-year period prior to their com- 
mitment to the Austin State Hospital. A 
total of 36 family groups out of the 148 was 
known to agencies, which is a rate of 24%. 
In all, 68 patients and/or families out of 
the 148 family units (46%) were known to 
the agencies prior to admission. This is 
certainly concrete evidence that the health 
and welfare agencies have contact with al- 
most half of the patients or their families 





2A patient may be admitted to a state hospital 
from a county even if his residence is not in that 
county. 


First admissions to the State Hospital from Travis County in 1956 





Total number of patients on official list 


Number of patients with address out of Travis County 


Number of patients with address in Travis County and used in calculations 








TABLE 2 


Patients and/or their families known during 1953 to 1956 
to one or more agencies before commitment * 





CATEGORY 


NUMBER PERCENTAGE ** 





Patients known to one or more agencies 
Patients’ families known to an agency 
Patients and/or families known to any agency 


50 34 
36 24 
68 46 





* Based on 148 patients (number of first admissions with address in Travis County). 
** Adds to more than 100% since a patient may be counted in more than one category. 


before the patients are admitted to the 
hospital. 


3. Which agencies knew the patients and 
their families? 


Table 3 shows that Brackenridge Hospital’s 
social service department had more con- 
tacts with patients before they were hos- 


TABLE 3 


pitalized than any other agency—with 16% 
of all Travis County patients admitted to 
the Austin State Hospital. The next agen- 
cies are the Department of Public Welfare 
with 9% of the patients and Austin-Travis 
County Health Department with 7% of 
all patients. 

When the number of patients and/or 
families known to the agencies is examined, 


Proportion of patients and families known by each agency * 





AGENCY 


PATIENTS KNOWN 


PATIENT AND/OR 
FAMILY KNOWN 





Number Percentage 





Number Percentage 





Brackenridge Hospital (social service department) 
State Department of Public Welfare 
Austin-Travis County Health Department 

Child and Family Service 

Travis County Welfare Department 

Juvenile Probation Department 

Salvation Army 

Visiting Teacher Department 

Adult Probation Department 

Community Guidance Center 


— 
a 


32 
22 
15 


o=_ F OOO HD I OO 


~ 





* Based on 148 patients (number of first admissions with address in Travis County). 
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TABLE 4 


Age of patients known to an agency 


Pre-Hospitalization Contacts 
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NUMBER AGEs 10-19 


AGES 20-59 AGES 60-89 





OF PATIENTS 


KNOWN Number 


AGENCY 


Percentage 


Number Percentage Number Percentage 





Brackenridge 
Hospital 24 
State Department of 
Public Welfare 13 
Austin-Travis County 
Health Department 11 
Child and Family 
Service 
Travis County 
Welfare Department 
Juvenile Probation 
Department 
Salvation Army 
Visiting Teacher 
Department 
Adult Probation 
Department 


25 


85 


18 





it becomes apparent that Brackenridge Hos- 
pital also has more contact with families 
(22%) than any other agency. The Depart- 
ment of Public Welfare with 14% of 
families and the Travis County Welfare De- 
partment with 14% of families follow in 
order. Next comes the Austin-Travis 
County Health Department with 10% of 
families, and the Probation Department 
with 8% and the Child and Family Service 
with 8%. 

The contact with the Juvenile Probation 
Department indicates that 12 families out 
of 148 (8%) which had a member hos- 
pitalized also had a child who received 
service from the Department. Of these 12 
family units, 4 had children who were 
hospitalized. 


4. What kinds of patients are known by the 
different agencies? 


An analysis of the ages of the patients 
known to the agencies reveals the fact that 
85% of patients the State Department of 
Public Welfare has contact with are over 60 
years of age. This is reasonable since the 
high proportion of those whom the State 
Department of Public Welfare serves are 
individuals over 65 years of age who need 
old age assistance. 

Table 5 shows that the State Department 
of Public Welfare sees about 30% of all 
patients who are over 60 before they are 
admitted to the Austin State Hespital. 
Brackenridge Hospital is next in order, see- 
ing 16% of patients over 60 before they are 
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TABLE 5 


Proportion of different age groups known to the agencies 





PATIENTS UNDER 19 


PATIENTS 20—59 PATIENTS OVER 60 





AGENCY Number Percentage * 


Number Percentage** | Number Percentage *** 





Brackenridge Hospital ~ ert Aaa 
State Department of 

Public Welfare 33 
Austin-Travis County 

Health Department 38 
Child and Family Service 33 
Travis County 

Welfare Department 
Juvenile Probation 

Department 
Salvation Army 
Visiting Teacher 

Department 


Adult Probation 
Department 


18 17 6 16 


11 30 





* Based on six patients under 19 (number of first admissions under 19 years of age with address in Travis 


County). 


** Based on 105 patients (number of first admissions ages 20-59 with address in Travis County). 
*** Based on 37 patients (number of first admissions 60 years of age and over with address in Travis County). 


admitted to the hospital. Child and Family 
Service has contact with 3 out of 6 children 
under 19 years of age and the Juvenile Pro- 
bation Department has contact with 4 out 
of 6 children. Of all patients between the 
ages of 20 and 59, 17% are seen at Bracken- 
ridge Hospital before they are admitted to 
the Austin State Hospital. In other words, 
most of the children who become patients 
are known either to the Juvenile Probation 
Department or the Child and Family Serv- 
ice. The largest group of young and 
middle-aged adults are known to the hos- 
pital, while the older patients are known 
to the State Department of Public Welfare. 

As shown in Table 6, a greater propor- 
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tion of the Child and Family Service’s con- 

tact with patients is likely to be with more 
educated patients, which is the reverse of the 
situation in other agencies. On the average, 
70% of all agency contacts with patients is 
with the group with less than a ninth grade 


education. Of the 148 first admissions from 
Travis County, 50% had eight years or less 
of education. Approximately 20% of 
Travis County residents had had eight 
years or less of education. The present 
finding indicates that it is the group with 
less education which is more likely to be 
known to the health and welfare agencies. 
Also, this finding may relate to other 
studies which show that the lower socio- 





TABLE 6 


Pre-Hospitalization Contacts 
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Proportion of patients known to the agencies in different educational groups 





AGENCY 


YEARS OF EDUCATION 


LESS THAN NINE NINE YEARS OR 


MORE OF EDUCATION 





Number 


Percentage Number Percentage 





Austin-Travis County Health Department 
Brackenridge Hospital 

Travis County Welfare Department 

State Department of Public Welfare 
Child and Family Service 

Salvation Army 

Community Guidance Center 

Adult Probation Department 

Juvenile Probation Department 

Visiting Teacher Department 


7 64 36 
19 79 21 
5 71 
11 85 
33 
50 
100 
75 
50 





Percentage of all known patients 


70 





All first admissions 


50 





economic group has a greater share in 
breakdowns.’ 

In analyzing the number of agency con- 
tacts according to the patient’s diagnosis, it 
is interesting to find that 10 out of 23 pa- 
tients (43%) with chronic brain disorders 
who were known to any agency were known 
to the Department of Public Welfare. This 
might be expected in view of the older age 
of the group served by this department. 
Brackenridge Hospital had contact with 8 
out of 21 (31%) of those patients with psy- 
choses who were known to any agency, and 
with 7 out of 16 (44%) of those having per- 
sonality disorders. 


5. How many agencies had contact with 
patients and/or their famiiles? 


Table 8 shows that 22% of the patients 
and their families are known to only one 
agency, 14% to two agencies, and only 10% 


or 16 family units to three or more agen- 
cies. ‘This seems to indicate that family 
units which develop mentally ill individuals 
are not in contact with many health and 
welfare agencies. Unfortunately, no com- 
parison is available of the amount of con- 
tact with health and welfare agencies of 





8F. C. Redlich, A. B. Hollingshead and Elizabeth 
Bells, “Social Class Differences in Attitudes Toward 
Psychiatry,” American Journal of Orthopsychiatry, 
25 (1, 1955); also Leslie Schaffer and Jerome K. 
Myers, “Psychotherapy and Social Stratification: An 
Empirical Study of Practice in Psychiatric Out- 
Patient Clinics,” Psychiatry, 17 (1954), 83-93; also, 
A. B. Hollingshead and F. C. Redlich, “Social Strat- 
ification and Psychiatric Disorders,” American So- 
ciological Review, 18 (1953), 163-69; Herman D. 
Stein, “Social Science in Social Work Practice and 
Education,” Social Casework, 36 (April, 1955), 147- 
55; Thomas A. C. Rennie and Leo Srole, “Social 
Class Prevalence and Distribution of Psychosomatic 
Conditions in an Urban Population,” Psychosomatic 
Medicine, 18 (6, 1956). 
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families who do not have a mentally ill 
member. 


SUMMARY AND IMPLICATIONS 


1. A total of 34% of the patients was known 
to at least one of a group of selected health 
and welfare agencies within a community 
within the 3-year period prior to first ad- 
mission to a state hospital. 


2. A total of 46% of the family units (pa- 
tient and/or family) was known to at least 
one of the selected agencies within the 3-year 
period prior to first admission to the state 
hospital. 

These findings are tangible evidence of 
the fact that in this community almost half 
of the families with a member who becomes 
severely mentally ill are in contact with 
health and welfare agencies of the com- 


TABLE 7 


munity before hospitalization. Before fur- 
ther generalizing these results, it would be 
valuable to have the study repeated in a 
larger community. Support is provided in 
the current findings for the conviction of 
experienced people in the mental health 
field that preventive programs should be 
channeled through already-existing health 
and welfare agencies, since they already are 
in contact with a large number of the indi- 
viduals who are most likely to need help. 


3. A total of 22% of the family units having 
a member admitted to the state hospital had 
had previous contact with the social service 
department of the city hospital. This hos- 
pital seems to be the single most utilized 
agency resource for people who become 
mentally ill, a fact which raises the question 
as to the nature of the complaints which 


Diagnoses of patients known to the agencies 





AGENCY 


MENTAL DISORDER 





Acute Disorder 
Chronic Brain 
Disorder 
Disorder 
Psychoneurotic 
Disorder 
Personality 
Disorder 
Deficiency 


Psychotic 


Mental 





Austin-Travis County Health Department 
Brackenridge Hospital 

Travis County Welfare Department 
State Department of Public Welfare 
Child and Family Service 

Salvation Army 

Community Guidance Center 

Adult Probation Department 

Juvenile Probation Department 

Visiting Teacher Department 


Total contacts 


no -» 6 
| 

a > 
~ 


—_ 
o 
' | » © » @© oo 
[_ — ! 
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TABLE 8 
Number of agencies who had contact with patients and/or their families * 


Pre-Hospitalization Contacts 


MANDELL AND CROMACK 





PATIENTS KNOWN 


PATIENT AND/OR FAMILY KNOWN 





NUMBER OF AGENCIES Number 


Percentage 


Number Percentage 





None 98 
One agency 32 
Two agencies 15 
Three agencies 2 
Four agencies - 
Five agencies 

Six agencies 

Seven agencies 


66 54 
22 22 
10 14 

1 5 
- 3 
0.7 0.7 
~ 0.7 
~ 0.7 





* Based on 148 patients (number of first admissions with address in Travis County). 


brought them to the hospital. Were 
physical symptoms an early sign of break- 
down? Rennie and Srole, as well as Kutner 
and others, find physical symptoms corre- 
lated with mental disturbance.* This find- 
ing also raises the question as to how the 
local hospital might be enabled to develop 
specific preventive services for these indi- 
viduals. 


4. Twelve families out of the 148 also had 
a child receiving services from the Juvenile 
Probation Department. Further study is 
needed on the relationship between dis- 
turbances in one member of the family unit 
and disturbances in children. There may 
well be implications here for preventive 
measures with these children at the time a 
family member is discovered to be ill. 


5. Four out of the 6 children under 19 who 
were later hospitalized were known to the 
Juvenile Probation Department. This sug- 
gests the potentiality of this agency in pre- 
ventive work with children. 


6. Of all patients between the ages of 20 
to 59, 17% have contact with the city hos- 


pital before commitment. The hospital 
may be the key agency in preventive serv- 
ices with the middle-age group. 


7. Of the patients who have contact with 
the agencies, 70% have fewer than nine 
years of education. Only 50% of first ad- 
missions have fewer than nine years of edu- 
cation. Less than 20% of the total popula- 
tion in the county have fewer than nine 
years of education. 

The segment of the population with less 
education provides proportionately more 
patients to the state hospital and is more 
likely to be in contact with the health and 
welfare agencies than are other segments of 
the population. 


8. A review of the diagnoses of hospitalized 
individuals who have contact with the 
agencies shows that 44% of those diagnosed 
as having personality disorders had had 
contact with the city hospital. This finding 
raises the question of why individuals with 
personality disorders turn up at the hospital 





4Bernard Kutner, Five Hundred Over Sixty, New 
York, Russell Sage Foundation, 1956. 
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more than at the other health and welfare 
agencies. 


9. A total of 22% of patients and families 
is known to one agency, 14% to two agen- 
cies, and only 10% to three or more agen- 
cies. In general, families which produce 
mentally ill individuals, in this community, 
are not in contact with many health and 
welfare agencies. 


QUESTIONS FOR FURTHER STUDYS5 


A preliminary study of this kind can pro- 
vide only some initial and tentative clues 
to the problem of preventing severe mental 
illness. It does evoke pertinent questions 
which further studies might well explore 
profitably: 


1. How early in the development of a severe 
mental illness does the family identify the 
problem as being a mental illness? 





5 This section was contributed by Charles F. Mitchell, 
director of the Division of Mental Health, Texas 
State Health Department. 


2. To whom do families turn for guidance 
when they first recognize symptoms of 
severe mental illness in a family member? 


3. How frequently do families already re- 
ceiving services from one or more health 
and/or welfare agencies turn to these 
agencies for guidance? 


4. To what extent and in what ways do 
agency workers become aware of severe ill- 
ness developing in a family they are serving? 


5. What are the ways in which agency 
workers attempt to help a family when a 
developing mental illness is recognized? 


6. To what extent are specialized services 
needed, or technical consultation indicated 
in these situations? 


7. To what extent are these resources avail- 
able? 


8. To what extent are these resources effec- 
tive when available and utilized by the 
health and welfare agencies? 








EUGENE E. LEVITT, Pu.D. 


Parents’ reasons 


for defection from treatment 


at a child guidance clinic 


Two common phenomena of the commu- 
nity child guidance clinic are the case which 
fails to come in for treatment when it is 
offered, and the case which breaks off the 
treatment process prematurely.! Each type 
of case may constitute anywhere from 15% 
to 30% of the cases accepted for treatment 
in a given period. These are sizable pro- 
portions leading to sizable wastes of time 
and effort on the part of the clinic staff. 
Amelioration of the situation is obviously 
desirable. 

The logical first step toward eliminating 
or cutting down the number of defectors 
and premature terminators is to explain 
defection and premature termination. A 
number of studies (1, 2, 3, 5, 7, 8) have 
aimed at uncovering the dynamics of the 
latter. Defection has been neglected, prob- 
ably because it occurs in volume only in 
the larger clinics. 

The studies of the premature terminator 


have sought to explain this phenomenon 
through analysis of case records, opinions 





At the time he wrote this paper Dr. Levitt was di- 
rector of research at the Institute for Juvenile Re- 
search in Chicago. He is now chief of psychological 
services at Indiana University Medical Center, In- 
dianapolis. 


1At an open-intake community clinic like the In- 
stitute for Juvenile Research applications so exceed 
available therapists that only about a third of the 
cases examined diagnostically can be accepted for 
treatment. The selection of cases for treatment is 
therefore an important matter, and much attention 
is devoted to it. No case is accepted for treatment 
without a diagnostic work-up and a subsequent staff 
conference. Even then, a case must usually wait 
from 2 to 6 months for a therapist. The “defector” 
cases are those which are accepted for treatment 
but which do not come in for it when the therapist 
becomes available. The “premature terminators,” 
of course, are those cases which begin therapy but 
which break off the process suddenly after only a 
few treatment interviews. 
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of the therapists involved, and speculations 
by the clinic staff in general. Such data are 
of necessity suppositional and hence of 
limited value. The simple, direct approach 
of questioning the parent seems to have 
been overlooked or undervalued. It is not 
suggested that one should accept the ex- 
planation given by a parent at face value. 
On the other hand, the credibility of the 
parent’s statement ought not to be ques- 
tioned a priori. Regardless of its credibil- 
ity, it is the sole direct datum and is 
therefore the most likely beginning for a 
comprehensive investigation. 

The direct approach was employed re- 
cently in a follow-up study of 40 defector 
cases by Inman (4). Using a partly struc- 
tured telephone interview, she obtained a 
total of 62 explanations, which she sorted 
into 9 categories. The present paper re- 
ports explanations given by 142 defector 


TABLE | 


cases at the Institute for Juvenile Research 
in Chicago, using a modification of In- 
man’s categorization system. The data were 
obtained by experienced psychiatric social 
workers in interviews conducted in the 
home between June and November 1956. 
The assignment of the parent’s response to 
a category was done by the worker; re- 
sponses were so unambiguous that the use 
of multiple judges was not deemed neces- 
sary. 

The 142 cases involved were seen at IJR 
between 1944 and 1954. The range of 
time-intervals between the closing of the 
case and the follow-up interview was there- 
fore 2 to 12 years. The mean time-interval 
per case was 7.17 years, the fine median 
6.86 years. It is probably a fair estimate 
that about 7 years had elapsed on the aver- 
age since these cases had had any contact 
with the clinic. 


Primary explanations given for failure to begin treatment 





EXPLANATION 


FREQUENCY 





Waiting period too long 

Dissatisfied with clinic 

Never called to come in for treatment by clinic 
Mother resistant to treatment for herself 
Father objected to treatment of child 

Child refused to come for treatment 

Child referred to institution or placed 


14 
5 
26 
20 
9 


Circumstantial interference with treatment arrangements 


Child improved spontaneously 


Child improved; attributed to environmental change 


Child improved; attributed to diagnosis 
Seriousness of child’s problem denied 
Miscellaneous 
No explanation given 

Total 
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TABLE 2 
Responsibility for failure to begin treatment 
as reflected in explanations given 


Defection from Treatment 


LEVITT 





RESPONSIBLE AGENT 


FREQUENCY PERCENTAGE 





Clinic 

Family member 

Circumstances 

Condition of child’s symptoms 

Miscellaneous and no explanation 
Total 


31.69 
23.94 
20.42 
16.20 
7.75 
100.00 





RESULTS 


The breakdown of explanations into 14 
categories is shown in Table 1. There is ac- 
tually only one category (“dissatisfied with 
clinic’) which was not used by Inman. 
The additional 4 categories are finer break- 
downs of reasons involving resistance of 
family members and improvement of the 
child. Despite the relative similarity of 
the categorization systems, it is not possi- 
ble to make precise comparisons of the two 
sets of data since Inman has not separated 
primary and secondary explanations.” 

It would, of course, be incautious to 
simply accept all explanations given by the 
parents without question. However, at 
least one kind of explanation can be ac- 
cepted. When a mother reports that treat- 
ment was not begun because she was re- 
sistant to therapy for herself, there do not 
seem to be any grounds for doubting her 
veracity. Twenty cases, representing 14.1% 
of the sample, fell into this category. It 
is likely that these mothers were victimized 
by a prevalent misconception in which 
clinic treatment is seen as invariably 
focused solely on the child. Since they 
seemed to have been unable to accept treat- 
ment for themselves, most, if not all, of 
them probably would never have applied 
at the clinic except for this misconception. 


One of the interesting phenomena found 
in both Table 1 and in Inman’s results is 
the frequency of parents who contend that 
they were never notified by the clinic to 
come in for treatment. Eleven of Inman’s 
40 cases, or 27.5%, gave this explanation, 
and it is obvious that it must be considered 
the primary explanation any time it is 
given. Twenty-six, or more than 18% of 
the present sample, also volunteered this 
reason.’ In view of the fact that every 
case in both samples had been accepted for 
therapy, these figures are peculiar to say the 
least. A careful check of the records of 
the 26 cases indicates that in only 2 in- 
stances is there any possibility that the con- 
tention of the parent is valid. In every 
other case, the record shows clearly that 
contact was broken by the family itself. It 
is therefore highly probable that this ex- 
planation is specious. It may represent an 
attempt to deny personal guilt by blaming 
the clinic, as Inman has suggested. 





2The responses in Table | are all primary ones. 
The separation of primary and secondary explana- 
tions was not a problem in this study since only 20 
cases volunteered more than one explanation. In 
those cases, the determination of the primary ex- 
planation was accomplished by the interviewer. 


8 The percentages for the two studies do not differ 
significantly Chi-square is 1.11, P = .29. 
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It may be of value to conceptualize ex- 
planations in terms of whom or what is 
responsible for the failure of the patient 
to enter into treatment. A breakdown ac- 
cording to this approach is shown in Table 
2. 

The clinic was at fault in slightly more 
than 3 out of 10 cases, according to the par- 
ents. However, more than half of this 
percentage is made up of the cases report- 
ing that the clinic failed to contact them. 
Action or attitude of a family member, 
circumstances or environmental conditions, 
and improvement in the child’s symptoms 
are each held responsible in roughly one 
out of every five instances. The last cate- 
gory bears directly on the use of defector 
cases as a control group in evaluating the 
effects of therapy, as, for example, in the 
studies of Lehrman et al. (6) and Witmer 
and Keller (9). If the statement of the 


parent is again accepted at face value, then 
it is evident that a certain amount of symp- 


tom remission—some spontaneous and 
some with known cause—has already taken 
place from three to nine months after ap- 
plication. This suggests that the investiga- 
tor should proceed with caution in using 
such a case as a control, but it also empha- 
sizes the need for a control group in evalu- 
ating treatment experimentally. 

Other interpretations from these, and the 
remaining frequencies and percentages, are 
left to the discretion of the reader. How- 
ever, in drawing inferences one should bear 
in mind that the standard errors of the 
percentages in Table 1 range from 1.5% 
to 3.3%. This means that as an estimate 
of a “true” percentage (that is, one which 


would be obtained from a very large group 
of cases) a percentage may be in error by 
as much as + 4% to 8.5%. Small differ- 
ences between percentages should there- 
fore be ignored. 
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SAUL HOFSTEIN, D.S.W. 


Planning for 


family life education 


The need for family life education is a 
product of our change-centered, future- 
oriented culture. Tradition-bound cul. 
tures had no need for any intermediary in 
transmitting the established patterns of 
family living. Family life was established 
in accordance with custom. Roles were 
clear and defined; relationships between 
husband and wife, parents and children 
were definite and well established. The 
family itself was the vehicle for transmitting 
values, standards of behavior and role re- 
sponsibilities from one generation to an- 
other. The girl, growing up in her home, 
learned from early childhood what her role 
would be as a woman, wife and mother. 
She also experienced with brothers and 
father what would be the male role in 
family and society. She in turn, using her 
own childhood, could pass on this teaching 


to her children, who would grow up under 
essentially the same conditions as she had. 
Under such circumstances there was no 
need for the establishment of any family 
life education programs. 

Modern American culture has relegated 
tradition to a secondary role. The devel- 
opment of our technology, the expansion of 
our knowledge in all directions, the facilita- 
tion of mobility through communication 
and transportation have had the effect of 
substantially changing the very pattern of 
living from one generation to the next. In 
times of such cultural flux, values have been 





Dr. Hofstein, who presented this paper May 2l, 
1957 at the National Conference of Social Welfare, 
is in private practice as a social work consultant. 
He is an associate at the University of Pennsylvania 
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changing; the roles of man and woman, 
husband and wife, parents and children, 
adult child and aged parent have likewise 
reflected the turbulence of the surrounding 
culture. Another factor contributing con- 
fusion has been family mobility, both in 
position in the socio-economic scale and 
physically in location of the family home. 
Values appropriate to former status or to 
other communities of the parents’ child- 
hood are no longer appropriate to their 
new social status or to the community in 
which their children are growing up. The 
cohesive force of custom and tradition has 
been replaced by external forces which are 
often divisive in effect. 

These divisive forces not only operate 
outside the family but create tensions within 
it. The emphasis on individuality and 
the stress on “romantic love” have created a 
dilemma for both husband and wife. How 
can one maintain his individuality when 


the core of family living requires a yielding 


to the needs of the family? How does a 
woman, prepared and educated in many 
respects for the same role as a man, and 
prior to her marriage living a similar role, 
suddenly readjust herself to the role of 
housewife and mother—a role for which 
she has had inadequate if any preparation? 
Without the support of established patterns, 
husband and wife together must work out 
their relationship, without help from the 
older generation. Their parents, who in 
other cultures comprise a stabilizing force 
and the repository of skill, knowledge and 
tradition, may often, in our culture, con- 
stitute a problem for the modern couple— 
a problem which, because of increasing 
longevity, lasts almost until the grandchil- 
dren reach adulthood. 

With the diminution in the size of the 
family, the stake in each child grows pro- 
portionally larger. Reenforced by current 
psychological concepts, the parent has the 
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sense of an enormous responsibility. Where 
in other cultures children are accepted and 
their growth is taken as a matter of course, 
in our present culture the parent sees his 
or her responsibility as individual. Our 
stress on delinquency and mental illness, 
accompanied by the etiological emphasis in 
our psychologies, has created fear in many 
parents that normal expressions of willful- 
ness, aggression and difference in the child 
may be harbingers of pathology in adult- 
hood. Our emphasis on what the child may 
become often serves to make it difficult to 
accept what he is and what he needs at 
present. Instead of being helped, the par- 
ent is often placed under further strain by 
the varieties of philosophies of child-rear- 
ing, by the changes in prevalent theories 
and the conflicts between different schools 
of thought. All of these factors operating 
in a world scene full of tensions have cre- 
ated what might be termed a generalized 
intra-familial and parental anxiety. 

One might easily say at this point that 
we ought, rather than extend family life 
education, to return to the stability of the 
old traditions and customs. Even if we 
could turn back the tide of social change, 
the process would involve forgetting the 
cost paid for that stability in poverty, 
hunger and waste of human resources. 
Rather, we must recognize that the very 
forces which created problems for the fam- 
ily have brought with them forces which 
will help it emerge from this period of 
transition stronger and more capable of ful- 
filling its role in modern society. The ex- 
pansion of knowledge, the improvement in 
health, the removal of the spectre of starva- 
tion and poverty, the increased opportunity 
for the realization of individual potentiality 
—all open new horizons for the family and 
its members. The evolution of the helping 
professions has been another such force. 
Family life education itself has been devel- 





oped as a means of helping the family find 
its strength and realize its potentialities in 
this dynamic epoch. Its origins date from 
the time the social changes discussed began 
to have their effect. Family life education 
has grown out of a need, in a changing cul- 
ture, for clarifying roles and for finding 
another type of stability—that which comes 
with a sense of direction and a capacity to 
move in harmony with the changing culture. 

Our problem then is not to know how to 
recognize the need for family life educa- 
tion. We can assume that the need is 
present as part of our culture. Rather, our 
task is to understand that need. Here we 
must recognize that there is a polarity of 
need. There is both the need of the com- 
munity or the agency which provides the 
program as well as the need of those to 
whom the program is directed. These two 
poles do not always correspond. The com- 
munity’s need may be to prevent delin- 
quency or mental illness. Its objective may, 
in some instances, be the extension of preva- 
lent values and modes of child-rearing. 
Sometimes a program may stem from the 
desire of a particular agency or group to 
enhance its position in the community. 
While the agency may have a variety of 
purposes in providing family life education, 
it is hoped that the prevalent motivation of 
family life education is to reenforce the 
family and provide it with the knowledge, 
understanding, tools and_ self-confidence 
necessary to the fujfillment of its members 
and to the contribution it must make to the 
changing society. 

At the other pole, needs vary in the 
groups to whom family life education is 
directed. There are groups and communi- 
ties where the primary need is for elemen- 
tary knowledge about sanitation, health and 
available social resources. It would be ex- 
tremely difficult to interest a group of par- 
ents in family life education who are forced 
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to be away from their children because of 
the lack of adequate income, or who must 
live with their children in inadequate, 
crowded homes. It is not without reason 
that the strongest response to parent and 
family life education efforts has been from 
families in good housing with fairly good 
educational backgrounds. 

For some groups the need for family life 
education may grow out of a genuine sense 
of helplessness and confusion in a changing 
world which the parent seeks to counteract 
by the accumulation of knowledge and 
guidance from the “expert.” On the other 
hand, there are groups and communities 
where the educational level is high, where 
knowledge about family relations and child- 
rearing methods is widespread, and where 
families are particularly attuned to the re- 
sponsibility of parenthood. Such parents 
may need reassurance about their own ca- 
pabilities as parents, and help in accepting 
and coping with the ever-present unknown 
and unpredictable elements in their chil- 
dren’s behavior. The need for family life 
education, which varies with each group, 
must be understood and carefully assessed 
if a program is to be meaningful and 
helpful. 

We must be most careful lest we make of 
family life education a panacea. It cannot 
and should not aim at curing all the evils of 
our modern complex society. It cannot 
alone free us of crime and delinquency or 
prevent mental illness and unhappiness. 
We must be most modest in seeing family 
life education as one element in the cul- 
ture’s effort to assuage the effects of its own 
changing. But we must affirm with convic- 
tion what it can do, and make an organized 
effort to realize its potential contribution. 

I would like to describe briefly how one 
community, the county of Queens of New 
York City, attempted to clarify the need for 
family life education and to develop a pro- 
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gram to meet it. It is not a success story, 
for many of the objectives were not met. 
Yet during the life of the effort all of its 
participants had conviction regarding its 
value and felt it contributed to the develop- 
ment of the community. 

It began when various individuals and 
groups became aware of a variety of pres- 
sures, within the community, for parent 
education. Family agencies saw the need 
in the confusion and distortions that were 
occurring in parent-child relationships of 
the families they served. Health agencies 
were finding parents asking many questions 
which could be answered on a group basis. 
Parent-Teacher Associations were con- 


fronted with problems of programming and 
with recurrent demands of parents for help. 
Professionals in the community were beset 
with requests to speak to groups. 

A parent group brought its sense of prob- 


lem before a committee on services for chil- 
dren associated with the Queensborough 
Council for Social Welfare. In this com- 
mittee, representatives of professional and 
lay organizations concerned with services 
for children could examine the problem 
together. The decision was made to or- 
ganize a special committee on parent educa- 
tion which would concern itself on a con- 
tinuing basis with parent education in 
Queens. The committee would include 
both those active in providing parent educa- 
tion as well as the parent groups them- 
selves. 

The resultant committee was made up of 
representatives of family agencies, child 
guidance clinics, health agencies, public 
schools, nursery schools, religious organiza- 
tions and various parent groups. Naturally, 
within this committee all the conflicting 
points of view regarding parent education 
would be given expression. But the group 
could come to the agreement that parent 
education was a many-faceted endeavor 
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which required varied approaches. The 
group could also agree that, rather than ex- 
pansion of parent education programs, the 
more urgent needs were for clarification and 
coordination of current activities, provision 
of leadership and dissemination of knowl- 
edge about resources. Before any new pro- 
gram of parent education should be or- 
ganized it would be important to know 
what was already being done, who was do- 
ing it, and in what way the resources already 
available within the community could most 
effectively be used. 

We learned that a considerable amount - 
of parent education was going on in the 
community. Some fine work was being ac- 
complished; but the activity, viewed from 
a community-wide perspective, was often 
haphazard and completely uncoordinated. 
The same programs were being repeated 
within the same neighborhood. Unquali- 
fied personnel were being used to present 
conflicting points of view to the parents. 
Some communities planned programs which 
had practically no attendance; other com- 
munities, where parents were eager for help, 
could not arrange programs. There were 
willing and active lay leaders in parent 
groups who lacked the resources and guid- 
ance they needed to develop effective 
programs. 

The committee concentrated its efforts on 
developing central leadership and left to 
the various organizations the carrying out 
of specific programs. We began working 
on a directory of resources for parent educa- 
tion and established a channel for the ex- 
change of information about parent educa- 
tion. The public library, represented on 
our committee, prepared a special collection 
of parent education materials. We planned 
and carried out two institutes on parent 
education: one for related professional 
groups interested in this activity, the second 
for lay leaders whose concern it was to de- 





velop such programs within the community. 
In this manner we were able to make avail- 
able to Queens the knowledge and experi- 
ence of many of the top parent educators in 
the city. 

Out of these activities the committee be- 
came convinced that there was and would 
be a continuing need for this type of coor- 
dinative, consultative and directive leader- 
ship in addition to a planned expansion of 
family life education programs. Unfortu- 
nately, because of both lack of funds and 
the mobility of the professional personnel in 
the leadership of the committee, the com- 
mittee could not continue its work. How- 
ever, we did find that there was a genuine 
role for community planning in so complex 
an area as family life education. 

In some areas the problem was found to 
be not a lack of resources but a confusion 
of resources. In other areas the problem 
was the lack of communication between 


people seeking parent education and the 
resources offering it. Quite frequently also 
we found that confusion was created by 
varying conceptions and philosophies of 


parent education. While the committee 
did crystallize a definite need for a consult- 
ant service, unfortunately the necessary 
funds even to sustain its activities could not 
be obtained. 

In thinking of the need for family life 
education one is confronted by a dilemma. 
On the one hand, one cannot help but feel 
the satisfaction and response of groups of 
parents to a well planned family life educa- 
tion program. Yet as one meets with groups 
throughout a community one has to wonder 
as well whether, in our zeal and intensity, 
we may not sometimes achieve precisely 
the opposite of what we aim for. Certainly 
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any good parent education program should 
alleviate the anxiety of parents and should 
help them to relax in their role of parent- 
hood. Yet how often have we stirred up 
great anxiety with the emphasis on the 
possible dangers of parental mistakes? Who 
in this field has not had a parent get up to 
ask the question: “Is everything hopeless? 
I have raised my children according to an- 
other set of principles!” 

Our dilemma as family life educators 
rises from the fact that education, like all 
learning, must depend to a certain degree 
on anxiety or disbalance between a person’s 
present state of being and what he would 
like to be. Yet we have as our aim the 
easing of anxiety and the opening up of the 
individual’s potentialities. How do we op- 
erate so as to avoid increasing anxiety in 
parents? How can we provide information 
and learning for parents that do not set 
goals which are unattainable? How can we 
present our material so that parents will 
not be left feeling like failures? How can 
we develop our methods and techniques so 
as to leave room for the child’s inherent 
growth capacities and to take cognizance of 
the fact that parents are not the sole factors 
responsible for the ultimate state of their 
children? How can we introduce more 
fully into family life education the relation- 
ships of husband to wife, of family to grand- 
parents, of family to community? 

I wish it were possible to answer these 
questions I have raised. But in the last 
analysis any good family life educator must 
recognize that inherent in our work with 
and for families and children are many un- 
knowns and that to claim ultimate and 
final knowledge would be to attempt an 
impossible role. 








ALBERT A. KURLAND, M.D. 


Evaluation of ataractic drugs 


in the psychiatric treatment 


of state hospital patients 


Some results and special problems 


The nearly simultaneous arrivals of chlor- 
promazine and reserpine on the therapeutic 
horizon in 1952 in the treatment of the 
psychotic patient rekindled man’s dream of 
ultimately finding a chemical agent that 
would resolve the schizophrenic complex 
with all its protean manifestations. Aldous 
Huxley (1) voices this dream in almost lyri- 
cal fashion in an essay on the history of 
tension: 

“Once the seeds of science have been 
planted they tend to sprout and develop 
autonomously according to the law of their 
own being, not according to the laws of our 
being. Pharmacology has now entered 
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upon a period of rapid growth, and it seems 
quite certain that in the next few years 
scores of new methods for changing the 
quality of consciousness will be discovered. 
... The pharmacologists will give us some- 
thing that most human beings have never 
had before. If we want joy, peace and lov- 
ing kindness, they will give us loving kind- 
ness, peace and joy. If we want beauty, 
they will transfigure the outside world for 
us and open the door of visions of unimag- 
inable richness and significance. If our de- 
sire for life is everlasting, they will give us 
the next best thing—aeons of blissful ex- 
perience miraculously telescoped into a 
single hour. They will bestow these with- 
out exacting the terrible price that, in the 
past, men had to pay for resorting too fre- 
quently to such consciousness-changing 





drugs as heroin or cocaine, or even that 
good old standby, alcohol. Already we 
have at our disposal hallucinogens and 
tranquilizers whose physiological price is 
amazingly low, and there seems to be every 
reason to believe that the consciousness 
changes and tension relievers of the future 
will do their work even more efficiently and 
at even lower cost to the individual. 
Human beings will be able to achieve ef- 
fortlessly what in the past could only be 
achieved with difficulty, by means of self- 
control and spiritual exercises. Will this 
be a good thing for individuals and for 
societies? Or will it be a bad thing? These 
are the questions to which I do not know 
the answers.” 

Where other modalities of available 
treatment have failed, the success of the 
new “wonder drugs” has been at times 
almost miraculous in the alleviation of the 
illness of the psychotic patient, chronically 
hospitalized and confined for prolonged pe- 
riods to seclusion rooms because of an aber- 
rant reactivity resulting in an almost 
complete disintegration of personality and 
interpersonal relationships. The impact of 
the efficacy of these drugs in psychiatric set- 
tings has precipitated an intensity of inves- 
tigation which has culminated in the pro- 
duction of a prodigious amount of reports 
appearing within the last several years. As 
a result of all this feverish effort, the limits 
of the advance of this new concept in chem- 
otherapy appear now to be coming into 
sharper focus. Accumulated clinical ex- 
periences and the wealth of data from re- 
search efforts have revealed two separate 
and distinct tranquilizing effects, namely, 
a calming and an anti-psychotic effect. 

Barsa (2) points out, on the basis of clini- 
cal experiences common to the psychiatrist, 
that the schizophrenic patient being treated 
with reserpine or one of the phenothiazines 
will be left at times with considerable ten- 
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sion and anxiety, even though his delusions 
and hallucinations have disappeared. On 
the other hand, it is also possible to obtain 
what is apparently a truly tranquilizing ef- 
fect without eliminating delusions and hal- 
lucinations. On the basis of his observa- 
tions, Barsa felt that he could list the four 
groups of tranquilizers in the order of their 
tranquilizing effectiveness as follows: me- 
probamate, phenothiazines, Rauwolfia and 
diphenylmethanes. But according to their 
anti-psychotic effectiveness, he would list 
them in the following order: phenothia- 
zines, Rauwolfia, meprobamate and di- 
phenylmethanes. The specific action of each 
of these compounds has been found to run 
along the following therapeutic lines. 


PHENOTHIAZINES 


In reviewing the literature regarding the 
effectiveness in psychotic reactions of each 
of the above groups of tranquilizers, the 
phenothiazines have been indicated as be- 
ing of most value in hyperactive, assaultive 
and destructive patients. The reserpine 
alkaloids have also been of value, but com- 
parative studies (3) indicate that the re- 
serpine alkaloids do not appear to act as 
quickly nor to as great a degree as the 
phenothiazines. The diagnostic categories 
showing the best response to tranquilizers 
as a whole have been the catatonic or para- 
noid excitements and the manic depressives 
in the hypomanic or manic state. In con- 
trast, regressed schizophrenics who have be- 
come apathetic, hebetudinous and non-re- 
active to their hallucinations and delusions 
are not favorable subjects for this form of 
therapy, nor are patients with depressive 
reactions without anxiety and tension. 
Feldman (4), in evaluating the effect of 
chlorpromazine in chronic schizophrenic 
patients, found changes in the following 
factors (reported in percentage improve- 
ment, going from those factors showing 


531 





least improvement to those showing most): 
insight 12.0; judgment 22.5; memory 28.5; 
orientation 30.0; realistic planning 31.0; af- 
fect 33.5; compulsiveness 34.0; self-mutila- 
tion 43.0; participation in adjunctive ther- 
apy 43.5; sociability 44.0; appropriateness 
of conversation 47.5; delusions 48.0; dress 
48.5; appetite 51.0; amicability 53.5; accessi- 
bility 53.5; mannerisms 54.5; sleep 55.5; 
negativism 57.5; hallucinations 58.0; hos- 
tility 67.0; tension 71.0; hyperactivity 73.0; 
combativeness 74.0. The dramatic effect of 
chlorpromazine on such factors as tension, 
hyperactivity and combativeness, and the 
slight effects on insight, judgment and 
memory is an intriguing contrast since the 
former are all maximally:related to physio- 
logical functioning while the latter are 
minimally related. It is also interesting to 
observe that hallucinations were affected to 
a greater degree than were delusions. Here, 
again, since hallucinations are on the per- 
ceptual level they are more closely related 
to physiological processes. Freeman (5) 
analyzes the effect of chlorpromazine on the 
ideational content and makes these same 
observations: 


“There has been general agreement on 
the behavior improvement in patients on 
these medications. There is less agreement 
about the intrinsic psychotic mechanisms. 
It could be safely assumed that in the pa- 
tients sent home with a complete or social 
remission, there has been a reinstitution, to 
at least a marked degree, of the prepsy- 
chotic personality. For other patients who 
have lost their aggressiveness or hostile be- 
havior, the disappearance of delusions and 
the reconstitution of fragmented thinking is 
still in doubt.” 


RAUWOLFIA 


Using reserpine as the prototype of the 
rauwolfia alkaloids, one can say that the 
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therapeutic limitations of chlorpromazine 
have also been reported for reserpine. In a 
study of the effect of reserpine on psycho- 
dynamic and social processes by Savage (6), 
four chronic, regressed, schizophrenic pa- 
tients were chosen since they had all been 
under close observation for two years and 
had received continuous intensive psycho- 
therapy in a therapeutic setting with no 
change. Placed on reserpine, they showed 
sudden dramatic improvement. Not only 
was their hostility decreased and their as- 
saultive behavior controlled, but they be- 
came concerned about the other patients’ 
reactions and made visible efforts at self- 
control. They were less preoccupied in 
themselves, became interested in other peo- 
ple and more friendly toward them. They 
participated in group activities and group 
therapy. They talked more freely and ra- 
tionally. Also, the favorable effect of re- 
serpine led to renewed interest on the part 
of the personnel. Psychotherapy was more 
comfortable for both patients and doctors; 
it transformed a dysjunctive hour that 
everyone dreaded to one that all welcomed 
because mutual anxiety had been reduced. 
The content of the patients’ speech became 
less concerned with their delusions and 
more with their daily living. The psychotic 
processes tended to appear more in dreams 
and less in waking life. However, the psy- 
chotherapeutic situation improved only in 
the sense that all social and interpersonal 
relations were better. In the sense of ther- 
apy as a collaborative investigation into the 
patients’ difficulties in living, psychotherapy 
was not facilitated. The patients avoided 
sensitive areas as effectively as they had 
before reserpine. Their improved func- 
tioning seemed predicated on a successful 
denial of their problems and avoidance of 
their difficulties. 

Eventually the patients in Savage’s study 
reached a plateau that they were unable to 





transcend, and none became well enough 
to leave the hospital. Environmental stress 
was soon able to reverse the favorable ef- 
fects of reserpine. After six months, re- 
serpine was temporarily discontinued, and 
the patients all relapsed to their former 
state. The improved interpersonal situa- 
tion under reserpine had no lasting effect. 
Savage (6) concluded that despite dramatic 
psychological and social changes induced 
by reserpine it cannot be said to facilitate 
psychotherapy. 

Some authorities, in comparing chlorpro- 
mazine with reserpine, conclude that both 
drugs are effective in the treatment of pa- 
tients with paranoid reactions. Chlorpro- 
mazine, however, is generally considered 
the better agent. In the tranquilization of 
patients with schizo-affective reactions, 
chlorprdmazine also appeared to be the 
drug of choice. On the other hand, pa- 
tients with hebephrenic reactions, as well as 
those with mixed hebephrenic catatonic re- 
actions, benefit more from _ reserpine. 
Though the patients of the latter group 
exhibit better ward adjustment and man- 
agement with chlorpromazine, they do so 
at the price of aggravation of symptoms of 
withdrawal, apathy, passivity and seclusive- 
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ness. It must be pointed out, however, that 
many investigators claim no single diag- 
nostic category seems to respond outstand- 
ingly to any one drug. 


In comparing the overall efficacy of these 
compounds in treating schizophrenic pa- 
tients with other therapeutic approaches, 
Alexander (7) compiled the data: below. 
Other investigators, however, report greater 
degrees of response. Scherer and Trehub 
(8) studied the effects of physiodynamic 
treatments in a hospital over a 10-year pe- 
riod on patients diagnosed as chronic para- 
noids and catatonics. They found drugs 
to be reliably effective in 77%, E.c.t. in. 
70%, insulin in 51% and lobotomy in 41%. 
The disparity in the results of these two 
studies illustrates quite graphically the con- 
trasting character of treatment efficacy re- 
ports and emphasizes the great need for uni- 
formity in the definition of experimental 
variables, particularly in the description of 
improvement. 

Comparative studies dealing with the ef- 
fectiveness of the latest tranquilizing com- 
pounds that have been introduced with the 
hope of decreased complications, speedier 
actions and lower required dosages are now 


Effects of various types of therapies on schizophrenic patients (Alexander) | 





TYPE OF THERAPY 


NUMBER OF 


PERCENTAGE OF 
COMPLETE REMISSION 
COMBINED WITH 


PATIENTS SOCIAL REMISSION 





Custodial and supportive treatment 
Insulin coma 

Chlorpromazine 

Convulsive shock 

Reserpine 

Lobotomy 


11,080 
9,483 
1517 
7,357 

897 
1,211 








beginning to appear (4, 9, 10). These in- 
vestigations have dealt mainly with the re- 
activity of chronic patients. Comparative 
studies on acutely ill psychiatric patients 
present formidable obstacles resulting from 
a conflict between the rigid requirements of 
present day methodological approaches and 
the therapeutic needs of clinical opera- 
tional settings. 


MEPROBAMATE 


Some of the more recent additions to the 
psychiatrist’; armamentarium of tranquil- 
izers are the propanediols, of which mepro- 
bamate (known as Miltown or Equanil) is 
the most familiar example. This is a tran- 
quilizing drug that differs from chlorpro- 
mazine and reserpine in that it is a short, 
straight chain molecule without complex 
ring structure and without effect on the 
autonomic nervous system. Meprobamate 
is said to block multineuronal reflexes at 
all levels of the central nervous system, but 
it has little effect on the monosynaptic re- 
flexes and none on the myoneural junction 
(11). This drug has been found to produce 
favorable results in anxiety reactions and 
tension states in the milder forms of schizo- 
phrenic reactions (12). The factor which 
has made it an appealing agent for study 
in chronic psychiatric patients is its con- 
spicuous lack of major or minor side reac- 
tions. 

In a study by Hollister et al. (13) on the 
effect of meprobamate on_ hospitalized 
chronic psychiatric patients, the impression 
was obtained that the type of sedation 
achieved resembled qualitatively, although 
to a much lesser degree, that approached 
by chlorpromazine or reserpine. Tucker 
and Wilensky (14) reported a similar obser- 
vation, namely, a reduction in anxiety and 
tension levels of chronic schizophrenic pa- 
tients. Unfortunately, both of these reports 
failed to indicate the changes in the asso- 
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ciated symptomatology of the patients as a 
result of diminished anxiety. Hollister (13) 
expressed the opinion that the type of pa- 
tient with a schizophrenic reaction who re- 
sponds best to meprobamate is the one 
whose psychosis ‘is relatively mild, and in 
whom symptoms of anxiety and somatic 
complaints are prominent. This type of 
schizophrenic is sometimes made worse by 
chlorpromazine or reserpine, since he reacts 
with increased anxiety or depression to the 
strange bodily sensations produced by the 
autonomic actions of these drugs. The lack 
of such effects makes meprobamate a more 
easily tolerated agent. Barsa and Klein 
(15) observed that while meprobamate was . 
ineffective in a small group of chronic 
schizophrenic patients, in combination with 
chlorpromazine it produced improvement 
in some patients previously resistant to 
drug therapy. 


DIPHENYLMETHANES 


In the last few years several of the dipheny]l- 
methanes have been studied for their effect 
on schizophrenic reactions. —The compound 
which received the greatest amount of at- 
tention was azacyclonol, known as Fren- 
quel. On the basis of observations by 
Fabing (16), who found that this drug had 
a blocking action on the hallucinatory phe- 
nomena of a psychotomimetic-like drug 
such as LSD, it was introduced into the 
treatment of psychoses associated with acute 
hallucinatory phenomena. Rinaldi et al. 
(17) subsequently reported favorable ex- 
periences in the treatment of psychoses. 
However, further studies by Lemere (18), 
Rosner (19) and Peak et al. (20) have not 
confirmed these initial favorable observa- 
tions. The interesting fact is that while 
azacyclonol can block the psychotomimetic 
effects of LSD and mescaline induced psy- 
choses, it apparently falls far short in pro- 
ducing the same effects in the schizophrenic 





reactions. We have found this to be the 
case in our work with the drug at Spring 
Grove State Hospital. 

Diphenylmethanes have recently been in- 
troduced as tranquilizers in non-psychotic 
states. Those which have achieved some 


degree of success are hydroxyzine (Atarax) 
and benactizine (Sauvatil). In the schizo- 
phrenic reactions these particular drugs 
have as yet contributed little. 


SPECIAL PROBLEMS 


Judging from the clinical studies reported 
above and from our own personal experi- 
ences at Spring Grove State Hospital, the 
drugs most widely used in the state psychi- 
atric hospitals at this time are the pheno- 
thiazines and rauwolfia alkaloids, with the 
former being used much more than the 
latter. There are wide ranges of pharm- 
acological activity with these particular 
drugs, as well as a myriad of differences in 
psychic effects. Little is known about those 
factors operating within the personality 
structure which influence a patient's reac- 
tion to a specific drug and not to others. 
Also, not all patients react the same to the 
same dosage level of a drug, a fact which 
has led psychiatrists to depend upon highly 
individualized dosage determinations. The 
entire complex of a patient’s drug reac- 
tivity is a clouded issue, since this reactivity 
must be viewed in relationship to unsteady 
base lines of non-drug behavior, which are 
subject to spontaneous fluctuations and 
symptom variability. Asa result, any study 
of drug effects on such factors as anxiety, 
tension, apprehension and excitability be- 
comes an arduous undertaking which must 
be surveyed from many different perspec- 
tives. 

Yet in spite of the obstacles enumerated 
above the widespread use of drugs has given 
rise to many questions which emphasize the 
need for further research. Some of the 
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problems confronting the clinical psychi- 
atrist at this time are the following: Can 
prognostic indicators be developed which 
will foretell with a fair degree of accuracy 
the type of response a patient will have to 
any particular drug? If a patient is respon- 
sive to drug therapy, how long must he be 
maintained on this type of treatment with- 
out the threat of subsequent regression? 
(In answer to this question, the accumu- 
lated clinical experiences indicate that the 
more chronic and regressed a patient has 
been, the more important it is to keep him 
on prolonged maintenance dosages of one 
of the anti-psychotic types of tranquilizer 
or ataractic. Not too much can be said on 
this matter regarding the acutely ill pa- 
tient.) A practical, as well as pragmatic, 
question is the following: Once a patient's 
psychotic symptomology is brought under 
control by the use of a drug, can he be 
changed over to a drug which has less side 
reactions and is less costly? This question 
is complicated by the puzzling phenomenon 
the psychiatrist observes from time to time 
—that a patient may show a marked re- 
sponse to one drug of a generic family and 
show a very poor response to a second drug 
of the same family. On the surface there 
seem to be no distinguishing factors in 
terms of chemistry or psychodynamics to 
explain this. Also, the relationship be- 
tween drug chemistry and central nervous 
system and autonomic nervous system re- 
activity is still undefined. A final question 
that might be asked here is the following: 
What can we learn from the fact that the 
drugs must be given for a certain period 
of time before they accomplish their pur- 
pose? Will this particular phenomenon 
eventually be discovered to be related to 
the inhibition or development of new con- 
ditional patterns of reactivity? 

The philosophy of drug therapy as a 
treatment procedure is another problem 
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that bears careful consideration. Is it being 
utilized as a primary treatment approach 
because it seems to be the most basic ther- 
apy available for patients with a specific 
type of disease entity, personality, age or 
social situation? Or is it a secondary con- 
sideration to obtain symptomatic control in 
patients able to respond to other therapies, 
especially the psychodynamic and insight 
producing techniques? While we have a 
few reports regarding the use of drugs as 
an adjunct to psychotherapy, this is still an 
area which requires a great deal more ex- 
ploration. The relative effectiveness of 
drug administration in conjunction with 
other forms of somatic procedures such as 
psychosurgery and convulsive therapies is 
as yet an uncertain area because of the lack 
of sufficient information at this time. Fi- 
nally, the therapeutic effects of combina- 
tions of the drugs themselves is also a 
clouded issue. For instance, there are data 
available to indicate that chlorpromazine 
in combination with reserpine does not 
seem to work as effectively as either drug 
alone. This seems to be an almost para- 
doxical finding. What results will occur 
when phenothiazines are combined, or 
given in combination with such drugs as 
meprobamate or the diphenylmethanes, are 
yet only hypotheses in the minds of those 
planning further experimentation in these 
areas. 

The final topic of this paper has to do 
with problems in methodology in drug eval- 
uation research. The introduction of the 
ataractic drugs has also confronted the ex- 
perimentalist with new issues in this area. 
For example, in our critical analysis of the 
present understanding of placebo reactivity 
(21) we found that this is an extremely 
complicated action that must always be con- 
sidered as a factor operating in drug reac- 
tivity. Not only is it important to insert 
placebo controls in our experimental de- 
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signs, but we must provide for a certain 
amount of mimetic activity in our placebos 
so they cannot be identified from the. real 
drug because of the lack of well known 
minor side reactions. Also, it is growing 
more and more apparent that certain stand- 
ard methodological procedures in longi- 
tudinal studies which have been carried 
over from other areas of experimentation 
may not be appropriate in this field of long- 
term drug research. The most obvious ex- 
ample of this is the inapplicability of the 
cross-over technique, which has become ap- 
parent as a result of our current knowledge 
regarding the delayed and prolonged ef- 
fects of tranquilizing drug reactivity. An- 
other serious handicap, this one in terms 
of patient population size, is presented in 
the case of comparative drug evaluations 
where the efficacy of the drugs is thought to 
be quite nearly similar. In practice this is 
very often the case. In order to lessen the 
chances for stating that the drugs are equi- 
valent when in fact they are different (and 
therefore avoid a type two error in statis- 
tics) the number of patients needed in each 
drug category is sometimes prohibitive. If 
a placebo is entered into the design, the 
picture is even further complicated. 

As we at Spring Grove State Hospital 
have become more deeply involved in drug 
evaluation research in the last several years, 
we have gained the impression that the 
rigidly controlled experiment as applied in 
psychiatric research, with its fixed dosage 
schedules and definitely set periods of ob- 
servations, will ultimately give way to more 
flexible designs that interfere minimally 
with clinical operating procedures. In such 
studies, staff physicians would have an op- 
timal amount of freedom in determining 
therapeutic courses, yet would operate 
within certain defined frameworks that 
would allow for camparative evaluations of 
treatment results. Artificial treatment situ- 





ations would thus be avoided and results 
made more meaningful in everyday clinical 
practice. 
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JOHN ISAACSON 


From sitter to citizen 


In answer to a longfelt need, the social 
service department of Spring Grove State 
Hospital on October 3, 1955 organized a 
vocational training program as part of the 
hospital’s foster care program. The staff 
believed that such a program would enable 
patients long hospitalized or crippled by 
their illness to become earning members of 
the community. It began as an experiment. 
Within a year’s time the program proved to 
be not only profitable vocationally but of 
inestimable value in the patients’ social 
recovery. The program, in progress now 
for two years, is a permanent part of the 
hospital’s foster care service. 

The Maryland state hospitals’ foster care 





Mr. Isaacson is a caseworker in the social service 
department at Maryland’s Spring Grove State Hos- 
pital. 
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A project of vocational 


and social rehabilitation 


service has as one of its functions the find- 
ing of homes for those patients who with a 
worker’s help can live in the community 
as boarders. This, however, is only part 
of the program, which has as its aim en- 
couragement of the mentally handicapped 
patient to achieve a maximum degree of 
self-reliance and use of self. Historically, 
as patients have used our help we in turn 
have learned more and more how to give 
help. Thus, as each of us—the patient and 
the social worker—has been encouraged by 
the results of our joint efforts, we have 
reached into the commuriity for additional 
resources. Not only have we searched for 
foster homes and for employers who have 
agreed to employ patients on convalescent 
leave, but we have also sought training 
schools which have taught patients skills 
ranging from upholstering to stenography. 





While we were succeeding in finding re- 
sources that patients could use, there still 
remained in the hospital many who were 
well enough to live in the community. 
They were performing small work assign- 
ments in the hospital, but they could not 
take jobs in a competitive labor market. 
They were of such limited ability or ex- 
perience—sometimes both—that under ordi- 
nary standards they could not qualify for 
the services then offered by the vocational 
rehabilitation division of the State Depart- 
ment of Education. 

Our foster care service had been placing 
some of these patients on “living in” jobs 
which were found in nursing homes, board- 
ing homes and homes for the aged. Here 
they were employed as dishwashers, house- 
keepers and groundskeepers. Too often this 
sort of a beginning did not serve as it was 
intended—as a stepping stone to a better 
job. The patients showed progress and 
achieved a certain level of achievement but 
for the most part they did not progress, for 
example, from the pots and pans division 
to the mechanical dishwasher. Social 
progress seemed equally slow. It became 
obvious that only the scenery had changed 
for the patients; chronicity and stagnation 
remained constant. We were faced with 
the problem of determining to what degree 
rehabilitation was possible for these pa- 
tients—if possible at all. If possible, how 
could we accomplish it? 

We presented our dilemma to the 
Division of Vocational Rehabilitation. 
Jointly we undertook to search for a solu- 
tion. We decided that a training program 
of an institutional nature was needed in 
which patients could learn jobs as trainees. 
We approached Eudowood Sanitarium in 
Towson, which for years had employed and 
effectively helped to rehabilitate more able 
patients. Eudowood’s directors considered 
the matter and decided to join forces with 
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us to see if a simple training program could 
be devised as a solution to our problem. 

From this collaboration developed the 
on-the-job training program for patients 
who on the one hand were too limited in 
their capacity to qualify for “regular” jobs 
that held self-respect with some hope for 
their future, and on the other hand were 
potentially too capable to waste their lives 
in boarding care. 

Candidates for the project came to the 
foster care service after having had a pre- 
parole period in the hospital. With the 
pre-parole worker the patient examines 
what he feels is possible for him at this time 
and what he wants from the future. The 
patient has an opportunity to test his own 
strengths for leaving. He learns through 
this process the stress of change should he 
shift from a familiar work area in the hos- 
pital to a strange one. He may even 
change his residence within the hospital 
from one where he has lived for many years 
to a convalescent cottage where he can gain 
the feeling of movement out of the hospital 
as he observes other patients go on with 
plans for leaving. In the process of this 
experience, with a worker’s help, the pa- 
tient forms a plan. 

His plan is presented to the foster care 
service for consideration. The degree to 
which the patient has been able to mobilize 
himself towards leaving is an important and 
determining factor in whether the hospital 
will assume the responsibility of his parole 
into the community. Quite frequently, 
the patient requesting foster care asks to 
be considered for Eudowood. If he is con- 
sidered a prospective trainee, he is referred 
to the vocational rehabilitation counselor. 

Now the candidate and the counselor dis- 
cuss the project, and if it is agreed that 
there is an appropriate work assignment the 
patient makes an application for training. 
Following this, the candidate and the foster 
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care worker arrange for an appointment 
with the director of nursing and personnel 
at Eudowood Sanitarium. In this prelimi- 
nary interview the director explains the 
training project still further. It is made 
very clear to the patient that he will not be 
an employee and that instead he will be a 
trainee receiving a monthly training stipend 
of $10. He is taken on a tour of Eudowood. 
While the approach is very businesslike, it 
hardly ever fails that a patient will com- 
ment on the congenial atmosphere. If the 
director and the patient have decided that 
each has something to offer the other, it is 
quite likely that a date will be set for the 
beginning of training. 

On this first visit the patient learns that 
Eudowood is a private tuberculosis sani- 
tarium located just outside Baltimore’s city 
limits. Its capacity is some 170 beds. The 
buildings are of wood. The outer walls are 
a mellow brown, with soft yellow shutters. 
Somehow, it gives the impression of being 
‘a small place. Yet when one enters the 
administration building, the switchboard is 
busy and adding machines and typewriters 
are clicking away, and one realizes that it 
is not such a tiny place after all. The 
atmosphere is difficult to describe. It is 
best to explain it this way: Eudowood 
has wooden buildings with many, many 
windows. It treats patients with a disease 
that is quite contagious. In its history no 
employee has ever contracted the disease. 
It seems the most contagious element there 
is an inner warmth that radiates outwardly 
with its friendliness. 

Having been left with this impression, 
the patient finds it not nearly so difficult to 
leave the hospital ward and to begin living 
in an attractive cottage where he finds as 
“house-father” an ex-patient from our hos- 
pital who, now discharged, is an employee 
of Eudowood. It is from this cottage that 
the trainee leaves each morning to work 
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assignments in the various hospital build- 
ings. He may report to the kitchens for 
training as a food service worker, or to a 
housekeeping assignment, or to a main- 
tenance job. Now and then a patient may 
qualify for training as an aide (or orderly). 

During this time the trainee works 
closely with a training supervisor whenever 
assigned to a new task. As the patient 
learns the task he does more and more on 
his own. When the task is mastered, an- 
other new task is begun and once again the 
“teacher” and the “pupil” work closely 
together. The vocational rehabilitation 
counselor visits both the trainee and the 
supervisor approximately once a week to 
discuss the patient’s progress. Each month 
the Eudowood staff makes out a progress 
report and sends it to the Division of Voca- 
tional Rehabilitation. In no training area 
are there more than two trainees. Ob- 
viously, it is not Eudowood’s primary func- 
tion to serve as a rehabilitative center. 
While in no way a small accomplishment, 
it is but a minor part of the sanitarium’s 
total function; and thus a limited number 
of trainees allows for a maximum of time 
to help a patient learn the task. Having 
taken on no more than two trainees in each 
work area, the sanitarium has no need for 
additional personnel as trainers. 

Patient trainees are requested to stay on 
the sanitarium’s campus for the first two or 
three weeks as an orientation requirement. 
At the end of this time the trainee is quite 
familiar with the hospital’s routine, such 
as the time for meals; when, where, and to 
whom to report for work; where to check in 
and check out laundry, etc. To an outside 
observer, being “‘campused” for two or three 
weeks may seem a long period of additional 
incarceration. Actually, it is a rule of kind- 
ness in many instances. When a patient 
has lived in a mental hospital, knowing only 
a protective routine for as many as 25 years, 





it is very threatening to transfer to a place 
where there are no limits. The expecta- 
tions are overwhelming enough, and limits 
are welcomed with relief. 

Eudowood offers something which en- 
courages patients to regain lost or smothered 
personality strengths. Some very dynamic 
personality changes have occurred. Before 
we can evaluate these changes we should ex- 
amine briefly the social and cultural aspect 
of the patient long hospitalized or severely 
crippled with mental illness. When such a 
patient begins to examine his relationship 
to co-patients on the ward he will confess 
that in truth he has no friends but only 
acquaintances. Although he lives in a 
“neighborhood” of from 50 to 100 patients, 
he often knows only four to six other pa- 
tients by name. This doesn’t seem to be 
just a peculiarity of mental illness. It 
seems rather to be the effect of a hospital 
culture on the individual personality, a 
profound effect with many damaging rami- 
fications. 

The dramatic thing is that Eudowood 
can reverse this degenerating aspect by pro- 
viding a milieu in which the patient re- 
covers his identification as a human being 
with respect for his own uniquenegs.--~This 
change is well demonstrated by the discus- 
sions at the regular group meetings ‘with the 
social worker in charge of the project. At 
these meetings the men-discuss many topics 
of immediate interest to them. They may 
talk about how it seemed when they began 
their training and how this related to such 
future changes as the taking on of a real 
job. They may discuss rules and regula- 
tions. For example, because of fire regula- 
tions there was some question whether they 
were free to change the arrangement of beds 
in their cottage. The men felt the cottage 
was theirs and if they could rearrange things 
it would feel even more like their own. 
Since no actual fire hazard was seen, no 
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exits were blocked, etc., the men felt they 
had arrived at a point where they had a 
right to their own preferences and were free 
to express them. 

Among other topics discussed are recrea- 
tion, going to the movies; transportation, 
use of street cars; appearance, the need for 
good grooming; supervisors, how to get 
along with the boss; independence, taking 
on things a step at a time, and so on. Illus- 
trating ever so eloquently the kind of 
change expressed in these meetings, one 
trainee, when discussing going on to a real 
job said, “I want it to be known that I am 
Mr. Oswald. I'd rather be called an oyster 
than to be called just Oswald!” 

Mr. G, the first to “graduate,” stands out 
for the use he made of the project for his 
own recovery. Prior to his training he had 
been a patient at Spring Grove continuously 
for 25 years. Although he was 50 years old, 
it had been a common sight to see Mr. G 
and his aged mother walking arm in arm 
over the grounds on visiting days. He used 
to toddle along like a little boy, and no one 
expected anything more from him. During 
his pre-parole period he had been stimulated 
to plan for his future with spark and en- 
thusiasm. He continued to grow up 
throughout the training period and “gradu- 
ated” with high recommendations. He has 
now been discharged and is earning $85 a 
month plus full maintenance as a kitchen 
worker in a private institution. 

Mr. S, who had lived in the hospital 20 
years, exhibited unknown strengths by 
cleverly creating obstacles which prevented 
his making plans for leaving. He had been 
known to sit down on hospital jobs and 
during job terms his only words used to be 
parting ones of, “I quit!” Finally he had 
agreed to visit the project and had said his 
first full sentence to his worker: “Gee, this 
is a happy place!” He entered the program, 
completed training, was hired by Eudo- 
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wood as a kitchen worker, earns a full sal- 
ary, visits with his family and buys his own 
clothing. A few months ago he decided he 
no longer needed social service help. We 
agreed, and Mr. S is now in charge of his 
own parole. 

Still another, also hospitalized for 20 
years, when first approached in the hospital 
was so fearful of people that he talked to 
his social worker with his back turned. 
After a few weeks at Eudowood he began to 
take the lead in group discussions. Later 
on, at an “open house” project party, he 
helped to serve the guests, some 20 people, 
with refreshments. 

Not only the professiona! staff involved 
have observed the changes in these patients. 
From families there have been such mes- 
sages as these: ‘We cannot get over the 
change in him.” “He is so much like his 
old self!” “Why, he is better than he ever 
was!” A sister, one patient’s only relative, 
who gave us no support whatsoever with 
placement plans for her brother, is now a 
more than enthusiastic backer of the pro- 
gram. She says the project makes a lot of 
sense and that she, for one, cannot believe 
the results. “My brother is so much im- 
proved,” she says. “Why, he has never used 
a telephone and now I can’t hardly get a 
word in edgewise!” 

Another family who had displayed no 
interest in their patient-relative thought it 
wonderful that he was being considered as 
a trainee. Their interest picked up and 
their support not only came as a big surprise 
but added immeasurably to this patient’s 
success on the project. From one mother 
we have a letter which says “God bless you, 
and all social workers, for what you have 
done for my son.” From another family, 
“You have accomplished a miracle with our 
brother, Z. We cannot understand how 
you have done this, but it is just wonderful. 
How can we ever thank you?” 
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In fairness, we must add that we received 
two letters from other families which said 
in effect, “We appreciate very much your 
wanting to do this; but we do not believe 
you can succeed.” In both of these cases 
the relatives were correct. 

Over the last two years 23 patients have 
enrolled in the project. Of these, 15 
“graduated,” or “completed,” to use the 
term preferred by the trainees. Twelve of 
these, who would otherwise have needed to 
board out at state expense, are now gain- 
fully employed at regular wages. One is re- 
ceiving additional training elsewhere; an- 
other, who completed and was employed 
for four months following completion, be- 
came ill again and needed to return to 
Spring Grove. Another who completed was 
unable to work an 8-hour day on three trial 
jobs. He is presently in boarding care until 
suitable part-time work can be found. 

Out of 23 patients, only eight failed to 
complete. Of these, one is out of the hos- 
pital and employed at a regular wage. A 
trainee’s inability to adapt to the project 
was usually discovered within the first 
month’s time. 

Three trainees had been hospitalized 
for 25 years; six had been hospitalized from 
15 to 20 years; three, from 10 to 14 years; 
four, from 5 to 9 years; and seven, from 1 
to 5 years. Patients who had been hos- 
pitalized for many years did as well in com- 
pleting their training as those severely crip- 
pled with short-term hospitalization, and 
required no significantly additional time 
for training. For each group, the average 
was 414 months. It is interesting to note 
that not one of the patients involved was 
on chemotherapy. : 

The Division of Vocational Rehabilita- 
tion and the hospital share in the expense 
of training and maintenance. The overall 
cost for each trainee is $338.41. For those 
who complete, the cost is $448.30. For 





those who enter but withdraw, the cost is 
$134.83. (The mean average cost is 
$291.36.) These figures do not include the 
cost of clothing, cigarettes and incidentals 
met by the hospital, the families or volun- 
teer services. 

Two additional male patients are now in 
training. A similar project for women is 
under consideration. It is our feeling that 
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again that, granted the way and the means, 
it is possible to reverse processes which not 
so many years ago seemed irreversible. We 
have, of course, only scratched the surface. 
Much more needs to be done to discover 
and utilize methods for regenerating the 
dormant strengths of the long-hospitalized 
and severely crippled mentally handicapped 
patient. 


the results of this project demonstrate once 





Sociotherapy 


To the extent that a patient does not oppose being hospitalized, he is satisfied with his state 
of being sick, and his chances of recovery are thus compromised. On the other hand, op- 
position to his situation will usually be expressed by refusal of treatment or even by 
escape or violence. The author’s solution of this dilemma has been to accept or even to 
promote this opposition and use it as a therapeutic tool. He finds proof of success in de- 
crease in elopements, violent reactions, inertia, and above all, in average length of stay in 
hospital—showing the patients’ decreased tendency to install themselves in their sick- 
ness.—Excerpted with the permission of the Institute of Living (Hartford, Conn.) .:om a 
review of “Techniques of Sociotherapy” by Paul Daniel Sivadon, M.D., Psychiatry, 20 
(August 1957), 205-10, in the Digest of Neurology and Psychiatry, 25(December 1957), 536. 








ELLEN WINSTON 


Reducing the number of 


patients in mental hospitals 


by providing non-institutional care 


Increasingly throughout the country there 
is interest in effective programs for reducing 
the number of patients in mental hospitals 
through providing non-institutional care. 
The North Carolina experience over the 
last 10 years has indicated that this is not 
only feasible but also that it has a number 
of direct values in relation both to persons 
seeking admission and not accepted for 
various reasons and to those who can be 
released provided adequate living arrange- 
ments can be made for them. 

As a basis for such a program there must 
be a close cooperative relationship between 





Mrs. Winston, who is commissioner of the North 
Carolina State Board of Public Welfare, presented 
this paper September 16, 1957 in Oklahoma City 
before the National Association of State Budget 
Officers. 
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for the aging 


the agencies involved. In our particular 
state the cooperative relationship is between 
the Hospitals Board of Control, which has 
responsibility for the operation of all state 
mental institutions, and the State Board of 
Public Welfare together with the 100 
county departments of public welfare. So 
far as the state hospitals are concerned, 
they must be interested in working with 
the other agencies and have a staffing pat- 
tern, normally a social service division, 
which provides personnel within the state 
hospital who can work with other agencies. 

From the point of view of the public 
welfare department there must be an opera- 
tional philosophy geared to a broad service 
program. This philosophy must be imple- 
mented in terms of staffing patterns, estab- 
lished policies and available resources to 
make it possible to offer broad-gauge serv- 





ices to individuals. The public welfare 
program in North Carolina has over a pe- 
riod of several years been re-geared toward 
protective, preventive and rehabilitative 
services. While we shall continue to have 
a relatively large-scale program for meeting 
financial! need, we have now reached the 
point where the emphasis on constructive 
services designed to help people help them- 
selves has resulted in substantially larger 
numbers given non-financial services dur- 
ing the year than the total number receiv- 
ing direct financial assistance. Actually in 
working on the need for non-institutional 
care for the aging we find that both the 
financial and the non-financial emphases of 
the program are involved. 

Impetus to this direction with respect to 
public welfare services throughout the na- 
tion was given by the 1956 amendments to 
the Social Security Act which, through sub- 
stantive changes in the titles dealing with 
old age assistance and aid to the perma- 
nently and totally disabled, placed specific 
stress on services geared toward self-care 
and self-support. Thus, irrespective of the 
rate at which states have been moving to- 
ward more effective services for older peo- 
ple, there is now federal legislation which 
should in many instances greatly accelerate 
the trend and make it much easier on the 
whole to develop programs of the type dis- 
cussed here. 

It is unnecessary to review population 
trends with respect to the rapidly increas- 
ing numbers of older people in the popula- 
tion. Suffice it to say that the impact of 
sharp increases both in numbers and per- 
centages of older citizens was early recog- 
nized in our state. At the same time there 
have been far-reaching changes in social 
and family patterns. As a direct result, the 
1945 General Assembly of North Carolina 
enacted a statute which gave broad respon- 
sibilities to the State Board of Public Wel- 
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fare for the licensing of group care facilities 
for the aged and infirm. The program be- 
gan slowly, as it was new not only in our 
own state but generally throughout the na- 
tion. Policies and procedures had to be 
developed to implement our philosophy 
around the importance of giving every in- 
dividual opportunity to live as independent 
and satisfying a life as possible. Our poli- 
cies and procedures are, of course, still be- 
ing developed as the program itself devel- 
ops. 

We were faced with a shortage of people 
who were skilled in providing specialized 
services to older people. We have been 
gradually meeting that problem. We now 
have on the staff of the State Board of Pub- 
lic Welfare three full-time positions for pro- 
fessional people, generally social workers, 
for providing direction to the emphasis on 
services to older people. Also, we are de- 
veloping in each of our 100 local depart- 
ments of public welfare staff members who 
have specific responsibilities for services to 
older people, just as we have staffs skilled 
in providing child welfare services. Actu- 
ally the program can move forward only as 
we have personnel to carry out our objec- 
tives. 

From the beginning we have been con- 
cerned that people remain in their own 
homes if at all possible or that they be re- 
turned to their own homes as promptly as 
possible if a period of institutional care 
has been necessary. In the second place 
we have recognized that if older people 
cannot remain in their own homes the next 
best place for them is good substitute 
homes, the foundation for the licensing pro- 
gram. We have consistently emphasized 
small facilities, and the majority of the 
homes licensed by the State Board of Public 
Welfare provide for 10 residents or fewer. 
This means that there is a family setting 
with a living room and a pleasant dining 
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room with a minimum of the atmosphere 
and general structural picture associated 
with institutions. We appreciate the op- 
erator who will not accept more residents 
in her home than she can seat around a 
large old-fashioned dinner table. We em- 
phasize keeping residents in their own com- 
munities insofar as possible so that they 
can maintain lifelong ties with relatives 
and friends and with community institu- 
tions such as the church and the library. 

We recognize that there must be homes 
which provide care at widely differing levels 
of living because we are concerned with the 
needs of all older people for substitute 
home care. We know that most people in 
fairly advanced years cannot adjust happily 
and successfully to too much change from 
the kind of lives they have been living. We 
have homes that are being used by a wide 
range of people: from the two old men 
found sleeping in an abandoned automo- 


bile who were persuaded to live in a very 
simple boarding home where not too much 
was expected of them but where there is 
personal cleanliness, good meals and com- 
fortable beds, to the elderly lady with an 
income of $10,000 a year who no longer 
adjusts satisfactorily in the homes of her 


children. This means, of course, that 
through this public service we are making 
available resources for people from all eco- 
nomic and social levels. This also means 
that to be successful placements must be 
individualized. In other words, we must 
find the right home for the right person. 
Sometimes this means delay in planning for 
a person in a state hospital who no longer 
needs to live there, but experience has in- 
dicated that time taken in making careful 
placements is exceedingly important in 
successful adjustment. 

In terms of definition, boarding homes 
for the aging and infirm licensed by the 
State Board of Public Welfare fall into 
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three groups, as defined by the United 
States Public Health Service: 


1, “Personal care home with skilled nurs- 
ing (provides some skilled nursing care but 
only as an adjunct to its primary domicili- 
ary or personal care function).” 

2. “Personal care home without skilled 
nursing (provides personal care without 
skilled nursing care).” 

3. “Sheltered home (provides room and 
board and associated minimum services to 
aged residents who essentially manage their 
own care and affairs).” 


We do not include in this list the nursing 
home which is a medically oriented facility 
to provide skilled nursing care and which 
we believe should be under the licensing 
authority and supervision of the state 
agency which licenses hospitals. Actually, 
therefore, the homes with which we are con- 
cerned provide basically domiciliary care 
with such nursing or personal care as indi- 
viduals could receive in their own homes 
were relatives or other individuals, paid or 
unpaid, available to provide such care. 

An important related aspect of the homes 
is their sponsorship. In our state the great 
majority of all homes are privately operated 
by individuals who find this a satisfactory 
means of livelihood. Increasingly, how- 
ever, the various denominations are estab- 
lishing excellent facilities, with admissions 
usually limited to elderly members of those 
denominations. By and large these are our 
largest domiciliary facilities. 

On the other hand, the development of 
the program has stimulated a reduction in 
county institutions—those long-time local 
facilities known as county homes, alms- 
houses and by similar terms. There are 
now only 29 county homes in the 100 coun- 
ties and the movement toward licensed 
boarding homes has been helpful in stimu- 
lating improved standards in these remain- 





ing county institutions. Nineteen former 
county homes have been leased to private 
operators under provisions possible through 
the Social Security Act so that persons liv- 
ing in such homes may be eligible for public 
assistance grants. This change has been 
regarded favorably by county commissioners 
as it has meant better care for individuals 
at substantial savings to local government. 

Today we are licensing 335 homes with 
a total capacity of 4,400. These homes are 
located in 79 of our 100 counties. Licens- 
ing standards are detailed and cover the 
whole gamut of safety from fire, sanitary 
inspections, physical condition of operators 
and staff to a wide variety of social factors 
which are basic to provision of the types of 
domiciliary or sheltered care we are set up 
to make available. 


By 1951 enough homes had been licensed, 
and the State Board of Public Welfare had 
sufficient experience, so that we were ready, 
with the full support of the State Hospitals 
Board of Control, to ask for legislation for 
a special appropriation to help pay for the 
care of the aged and infirm in licensed 
domiciliary facilities. These funds were to 
be used to supplement public assistance 
grants. Although the legislation is broad, 
in practice we have used the state appro- 
priation to supplement the maximum pub- 
lic assistance grant only for those who have 
lived in state hospitals for two or more years 
and who can be placed in our licensed 
homes. For supplementation of other per- 
sons, counties are now spending approxi- 
mately $230,000 a year out of locally ap- 
propriated funds. A substantial portion of 
this total helps provide care for seniles. 
While approximately a third of the per- 
sons living in the group care facilities pay 
their own way or are supported by relatives, 
most of those who have been in the state 
mental institutions or who are prevented 
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from having to be placed in the institutions 
by our home care program are indigent 
and dependent upon public funds. 

As we went into this program with the 
state mental institutions, of which there are 
four in the state, we had a sound history 
on which to build because the county de- 
partments of public welfare in North Caro- 
lina have long worked closely and coopera- 
tively with the state hospitals in planning 
for both admission and discharge of pa- 
tients. In fact, we provide hundreds of 
social histories each year for patients being 
admitted to the state hospitals. As we have 
worked with the state hospitals in planning 
for patients to leave these hospitals we have 
been concerned primarily with those who 
had no relatives or friends who were main- 
taining close contact or who could reason- 
ably be expected to assume responsibility 
for after care. Basically the cases have been 
those that fall into the category of custodial 
cases. In actual practice we have helped 
take out of state hospitals some who had 
been institutionalized from 2 to 45 years. 
Some of our most successful cases have been 
men and women who had been in our state 
institutions for 30 or 40 years. We have 
been able to make plans not only for the 
fully ambulatory patient who could be re- 
turned to group living in the community 
but also for the totally bedridden. We 
have planned for those who were appar- 
ently mentally competent on release and 
for those who were very confused and 
would need continuing close supervision. 

In working on this program over the last 
several years we have helped place in non- 
institutional group care many hundreds of 
former patients. As we have worked with 
these cases and with the hospitals we have 
found four basic advantages. 

In the first place we have opened up beds 
for people who need to be in state institu- 
tions. We see the effects of the transfer 
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out of the hospitals in the reduction in 
waiting lists. 

In the second place we have effected and 
are continuing to effect a large-scale saving 
in state funds. By planning for approxi- 
mately 900 patients to date we have saved 
large-scale building costs so that now the 
chairman of our State Hospitals Board of 
Control can say that because of this pro- 
gram together with other factors, such as 
changes in admission procedures and the 
newer drugs, the building program for our 
state hospitals can be considered approxi- 
mately complete. Otherwise, we would 
have faced continuing need for expensive 
expansion. We are also making substantial 
savings to the state with regard to the cost 
of care because not only are our costs lower 
on the average than the cost of institutional 
care but also we are able to take full ad- 
vantage of federal and local sharing in the 
cost of meeting subsistence needs of these 
individuals. 

In the third place we have been able to 
spare many older people the traumatic ex- 
periences of commitment to and life in 
state hospitals far from friends and rela- 
tives. 

In the fourth place, and this to us is es- 
pecially important, we are providing more 
nearly normal living for former patients in 
community settings. What it means to the 
individuals can hardly be overemphasized. 
The almost immediate improvement in 
both their mental and physical functioning 
seen in patients for whom non-institutional 
living has been planned is frequently amaz- 
ing. 

To make such a plan function there must 
be thorough understanding on the part not 
only of public welfare staffs—state and local 
—and medical and social service staffs in 
the hospital but also on the part of the com- 
munity. The community must be able to 
accept the former hospital patient and the 


548 


senile person who has not been hospitalized 
and to treat them like other individuals 
who have some type of handicap. We have 
done a great deal, too, in interpreting the 
situation to relatives—because always we 
work through them if it is possible. When 
this is not possible, the entire responsibility 
is carried by departments of public welfare. 
Former state hospital patients are living in 
99 licensed homes in 52 counties. In these 
same homes there are people in group care 
for reasons other than mental problems. 
As we go into the homes we see little or no 
difference between the former state hospital 
patients and the other elderly and infirm 
persons. 

In approximately one out of four cases it 
is necessary for us to use the fund referred 
to above to supplement the public assist- 
ance grant. We have set a limit on our 
supplementation so that we are now pro- 
viding for 191 patients at an average supple- 
ment of about $30 a month with a maxi- 
mum supplementation of $45 a month. 
This permits a maximum payment to the 
boarding home operator of $100 a month 
with retention through the public assistance 
grant by the individual of $5 for personal 
needs. 

We have recently made a survey of nurs- 
ing home rates and boarding home rates 
in the various states. In our program the 
budgeting practices permit a maximum 
payment of $130 a month for boarding 
home care. We find that in comparison 
with other states this is a liberal ceiling. In 
a number of states the maximum for board- 
ing home care is geared to the public assist- 
ance grant with some provision for medical 
care, clothing and incidentals in addition. 
These are all in addition to our ceiling of 
$130. In actual practice the average cost 
of care is about $85 in our state. So far as 
nursing home care is concerned, and this is 
a very confused area because so often the 





term nursing home is used when bona fide 
nursing care is not provided, some 18 states 
have ceilings under the North Carolina 
maximum rate. It should again be empha- 
sized, however, that for the former state 
hospital patient we have in effect a ceiling 
of $100 a month and we have been able 
to get satisfatcory care for that amount. 
Our rates for group care in comparison with 
the average payments to old age assistance 
recipients not in institutional care are lib- 
eral. Nonetheless we effect substantial sav- 
ings by this plan so that we believe the 
flexibility is fully justified. 

We are proud of the fact that less than 
5% of all the persons who have been placed 
in non-institutional care out of state hos- 
pitals have had to return to the institutions. 
This reflects both the care with which the 
placements were made and the values of the 
continuing supervision given by both state 
and local welfare staff members. 

On the other side of the coin, we have 
helped keep hundreds of other aged persons 
from having to enter state hospitals. When 
the question first comes up regarding an 
older person who is confused or forgetful, 
who falls in the general category of senile, 
the immediate consideration now is whether 
or not through careful planning that indi- 
vidual can remain in the community in his 
own home, or with relatives, or in one of 
our licensed facilities. Since actual hospital 
application for admission is not generally 
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made for such individuals, we do not know 
the numbers involved. We do know, how- 
ever, that the numbers and proportions of 
admissions to our state hospitals who fall 
into the general category of senile have 
been sharply diminished. This means that 
there is readier admission for the highly 
destructive older person who obviously must 
have institutional care, because the pres- 
sures to accept many old people whose basic 
need is custodial care have been reduced. 

What we have done is, of course, not 
unique. Any state can readily develop such 
a program. The fact that we have had 
many inquiries indicates that a number of 
states are trying to move in the same direc- 
tion that North Carolina has found so 
profitable. In the various states the respon- 
sibilities will be placed in differing agencies. 
The main point we would make is that 
such a program involves close cooperation 
among whatever agencies are involved, with 
clearly defined policies and procedures and 
placement of responsibility. An agency’s 
particular responsibility will determine to 
some extent the particular emphasis in 
terms of the values of this type of program. 
To those of us in public welfare, the most 
important gain in the last analysis is the 
freedom and opportunity afforded those 
former patients, or those elderly citizens 
who otherwise might have been mental hos- 
pital patients, for whom we have success- 
fully planned. 








G. M. GILBERT 


Crime and punishment 


An exploratory comparison of 


public, criminal and penological attitudes 


Sociologists have conducted numerous stud- 
ies on the institutional and ecological as- 
pects of crime, while the clinical sciences 
have concentrated on the diagnostic classifi- 
cation of criminals (2, 3). Virtually nothing 
has been done, however, to investigate in 
a systematic manner the underlying assump- 
tions of ethical values, social control and 
correctional psychology implied in our 
changing philosophy of penology, in which 
the age-old precept, “Let the punishment 
fit the crime,” is gradually being modified 
by the modern mental hygiene attitude, 
“Let the correctional effort fit the criminal.” 

This lack of explicit principle or empiri- 
cally tested values in a very basic area of 
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institutionalized social behavior was im- 
pressed upon the writer while being re- 
quired repeatedly to make value judgments 
on the rehabilitative potential of parole 
candidates referred to the psychiatric clinic 
of the Michigan Department of Corrections. 
This appeared to be particularly true in 
the area of sex offenses. The extraordinary 
apprehensiveness of the general public with 
respect to sex crimes, the extreme latitude 
granted to the judiciary and correctional 
departments in handling such cases, the 
dubious diagnostic and therapeutic assump- 
tions underlying such procedures, the con- 
temptuous attitude of most convicts con- 
trasted with the sympathetic “mental hy- 
giene” attitude of correctional psychologists 
toward the sex offender, and the widely in- 
consistent attitudes of all concerned toward 
such offenses in comparison to other offenses 





against the social mores—all seemed to be- 
speak an area of conflict and confusion that 
warrapted further investigation. 

As a preliminary step in such a program 
of investigation, it was deemed advisable to 
obtain empirical evidence of what appeared 
to be a basic assumption of a “scale of op- 
probrium” of various offenses, including a 
variety of sex offenses, and the correspond- 
ing scale of severity of punishment (or re- 
straint or correctional need). We accord- 
ingly decided to obtain relative (rank 
order) ratings and absolute judgments of ap- 
propriate sentences for a wide range of 
offenses as seen from three different view- 
points: those of the criminal, the penologi- 
cal and the public. 


SUBJECTS 

For the practical purposes of a preliminary 
study, the subjects in all three categories 
were restricted to the male population of 
Michigan. This eliminated, for present 
purposes, the complications of sex and re- 
gional differences. The criminal viewpoint 
was represented by a sample of 201 convicts 
in a cell-block of the Southern Michigan 
Prison (all of the prisoners in an unsegre- 
gated area, providing a relatively unselected 
sample). 

The social science or “penological” view- 
point was represented by all the male stu- 
dents currently taking the only two courses 
in criminology being given at Michigan 
State University (one being the writer's 
class in legal and criminal psychology, the 
other a sociology course in delinquency and 
crime). The students included a variety 
of majors in the social sciences as well as a 
number of candidates in police administra- 
tion, totaling 134. 

Finally, an attempt was made to get a 
broadly representative although by no 
means accurately representative sampling of 
the general public. Three widely divergent 
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occupational groups, representing a major- 
ity of the occupational population of Michi- 
gan, were sampled: (a) factory workers in 
the automotive industry, (b) white-collar 
and miscellaneous civil service employees, 
(c) a mixed group of managerial, clerical, 
professional and agricultural workers. The 
number of subjects in this general popula- 
tion sample was 232. 


PROCEDURE 


A 2-page questionnaire was devised after 
some preliminary trials, to serve as the sur- 
vey instrument. The first page contained 
categorical identifying information for later 
use, but names were expressly excluded and 
assurance of anonymity given. Further in- 
structions were given to rate the offenses on 
the next page in rank-order from “most 
serious” to “least serious” and then to indi- 
cate the “just sentence” for each offense. 
The second page presented in random order 
a list of 19 felonies, selected to include a 
wide range in the nature and severity of 
offense, with adequate representation of sex 
crimes, crimes of violence and crimes against 
property. As a test of any possible double 
standard with respect to the sex of the of- 
fender, adultery by a married man and by 
a married woman were both included, mak- 
ing a list of 20 items. These were presented 
with a minignum of legalistic terminology 
and explanatory comments where necessary, 
as follows: 


Burglary (of private home at night) 
Narcotic violation (dope peddling) 
Writing bad checks 

Rape (of an adult woman) 

Forgery and counterfeiting 

Murder, Ist degree (planned murder) 
Larceny (theft, swindle) 

Adultery (by married man) 

Armed robbery 

Assaultive rape of child (under 10) 





Felonious assault (bodily injury) 

Car theft 

Adultery (by married woman) 

Malicious destruction of property 

Manslaughter (unintentional killing) 

Statutory rape (sex relations with girl un- 
der 16) 

Embezzlement of funds (from corpora- 
tion, etc.) 

Murder, 2nd degree (unplanned, inten- 
tional) 

Sex perversion (sodomy, homosexuality) 

Unarmed robbery 


The rank-orders of seriousness of the of- 
fense were written in the left-hand column 
and the “just sentence” was checked in a 
series of eight columns at the right, repre- 
senting an 8-point scale of severity of 
punishment, as follows: 


No punishment 

1 to 2 years 

2 to 5 years 

5 to 10 years 

10 to 20 years 

20 to 40 years 

Life imprisonment 
Death 


At the bottom of this page was a space for 


comments, with the leading question, 
“What, if anything, do you think is wrong 
with our law enforcement system?” 

The distribution of the questionnaires 
was handled by four psychology students,! 
who clarified any misunderstandings and 
insured maximum cooperation. The sub- 
jects were allowed as much time as required 
for completely filling out the questionnaire, 





1 The author is indebted to the four students who 
collaborated in collecting the data for this study: 
Ronald Ribler, Richard Manley, Mark Thelen and 
John Gawronski. 
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and in cases where the situation required 
(general public group only), were allowed 
to take the questionnaire home and return 
it the next day. 


RESULTS AND DISCUSSION 


The basic results of the exploratory survey 
are contained in Tables 1 and 2. Table 1 
gives the raw-score mean rank-orders of 
“seriousness” (or opprobrium) for each of 
the original 20 items and the standard de- 
viations of these ratings for each group. 
Since the step-intervals thus obtained are 
highly variable, an adjusted rank-order is 
given in Table 2, with the non-existent sex 
difference for adultery eliminated, leaving 
19 offenses, all assuming male offenders. 
Where the raw-score rank-order difference 
of two or three offenses is less than .5, the 
offenses are assumed to be virtually equal 
and the rank-orders averaged in the ad- 
justed scale. The mode of the “just sen- 
tence” distribution is given for each crime 
for each group, but where the mode was 
approximately equally divided between two 
successive sentence categories, the sentence 
range is expanded to include both (for ex- 
ample, 10-40 years). 

The raw-score means of the rank-orders 
of opprobrium ranged from approximately 
2 to 16, while the standard deviations of 
these rankings clustered around 3 to 4. 
This indicates a very high degree of dis- 
crimination and agreement on the rank- 
ings of a list of 20 items. With a few notable 
exceptions there is a gross correspond- 
ence between the three scales. Translated 
into social terms, this indicates a high de- 
gree of agreement in the appraisal of the 
relative opprobrium attached to various 
crimes in our culture, regardless of the na- 
ture of the personal involvement of the 
three groups with respect to crime. Since 
both the relative rank-orders and the modal 
sentences (Table 2) correspond roughly to 





TABLE 1 
Mean rank order and standard deviation of group ratings 
of relative opprobrium of offenses 
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PUBLIC 


CRIMINOLOGY 


CONVICTS STUDENTS 





STANDARD 


OFFENSE MEAN DEVIATION 


STANDARD STANDARD 
MEAN DEVIATION MEAN DEVIATION 





Murder, Ist degree 1.7 1.8 
Assaultive rape of child 2.7 2.4 
Murder, 2nd degree 4.5 3.2 
Narcotic peddling 4.9 8.2 
Statutory rape 7.4 4.5 
Armed robbery 7.6 §.1 
Rape 8.2 4.7 
Manslaughter 10.8 5.1 
Felonious assault 10.9 3.4 
Burglary 11.0 4.7 
Sex perversion 12.4 5.3 
Forgery 12.5 3.5 
Larceny 12.6 5.5 
Embezzlement 13.1 $.7 
Robbery, unarmed 13.5 4.0 
Malicious destruction of 13.6 3.7 
property 
Car theft 
Bad checks 
Adultery (woman) 
Adultery (man) 


15.0 4.5 
15.2 5.6 
15.5 4.6 
15.5 4.6 


2.2 1.5 1.8 6 
2.1 1.9 3.8 34 
5.8 3.6 3.3 2.3 
5.4 3.9 ee | 
9.0 5.5 11.8 5.8 
6.8 2.5 6.8 3.0 
6.1 8.9 7.0 4.1 
11.5 4.5 10.9 5.5 
11.3 3.7 8.7 3.7 
9.7 8.5 9.7 3.0 
9.2 5.5 : 14.7 4.5 
13.1 3.1 12.7 3.6 
14.2 2.9 11.7 3.1 
13.8 §.3 13.2 3.5 
11.3 5.4 12.4 4.1 
15.0 3.6 12.8 4.0 


14.0 3.6 
15.4 3.5 
15.5 4.4 
16.1 4.2 


15.5 3.1 
14.4 3.0 
16.3 3.7 
16.6 3.6 





the relative severity of sentences prescribed 
by the penal code of Michigan and most 
other states, this may likewise be taken as 
evidence of either a high degree of ‘“‘con- 
sensual validation” of the penal code or a 
high degree of indoctrination and accept- 
ance of that code in the acculturation proc- 
ess—or both. Thus Ist degree murder 
ranks at the top of the list for all three 
groups, followed by various crimes of an 
assaultive nature, while crimes against prop- 
erty rank low for all three groups, and 
adultery ranks lowest. 

This is merely a gross correspondence, 
however. Closer inspection reveals a num- 


ber of discrepancies among the group rat- 
ings as well as between them and current 
practices in penal law. For one thing, 
there is evidence of changing moral op- 
probrium for certain offenses, making for 
something of a cultural lag in the penal 
statutes. Thus we note that relatively se- 
vere ratings are given for narcotic peddling. 
This apparently reflects increasing aware- 
ness and condemnation of the pernicious 
effect of such activity on juvenile delin- 
quency and crime, as well as the degrada- 
tion of its victims, so that dope pushing has 
taken on something of an assaultive char- 
acter. The sentences recommended by all 
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TABLE 2 
Adjusted mean rank order and modal sentences for 19 felonies 





OFFENSE 


MEAN RANK ORDER 


MODAL SENTENCES 





PUBLIC 


CRIMI- 
CON- NOLOGY 
VICTS STUDENTS 


PUBLIC 


CONVICTS 


CRIMI- 
NOLOGY 
STUDENTS 





Murder, Ist degree 
Assaultive rape of child 
Murder, 2nd degree 
Narcotic peddling 
Statutory rape 
Armed robbery 
Rape 

Felonious assault 
Manslaughter 
Burglary 

Sex perversion 


Forgery and counterfeiting 


Larceny 
Embezzlement 
Robbery, unarmed 


—_—_ — — ee 
-» NN NW 


Malicious destruction of property 


oo on oem ® OF NO = 
or 


1.5 
1.5 
4 
8 
7.5 
6. 
5 
1] 
11 
9 
7.8 
13 


14 
11 


Death 
Life/death 
Life 

Life 

10-20 years 
10-20 years 
10-20 years 
2-5 years 
2-5 years 
2-5 years 
1-2 years 
2-5 years 
2-5 years 
5-10 years 
2-5 years 
1-5 years 


Life 
Death 
10-20 
10-20 
5-10 
5-20 
5-10 
2-5 
5-10 
2-10 
None 
2-5 
2-5 
2-5 
2-5 


Death/life 
Life 
10-40 
10-20 
2-5 
5-10 
5-10 
2-5 
None 
2-5 
None 
2-10 
2-5 
2-10 
2-5 
1-2 


Car theft 
Bad checks 
Adultery 


1-2 years 1-2 
1-2 years 1-2 
None None 





three groups are more severe than that 
which the law usually provides, although 
there has been a move in recent years to 
increase the penalties. On the other hand, 
adultery by both men and women ranked 
lowest for all three groups, with no double 
standard in evidence and no punishment 
recommended. Comments clearly revealed 
the current attitude that this is a personal 
offense against the spouse, for which the 
appropriate recourse is divorce. Although 
penalties are provided for extra-marital in- 
tercourse in many states, these statutes are 
rarely enforced, both the public and the law 
enforcement authorities tacitly accepting 
the change in the social mores and letting 


554 


“him who is without guilt cast the first 
stone.” 

Another kind of discrepancy in the gross 
consensual validation of the penal code is 
the divergence of public opinion from the 
presumably better-informed and more au- 
thoritative opinion growing out of the so- 
cial science approach to criminology. In 
Table 2 the public calls for more severe 
modal sentences than the criminology stu- 
dents for the first seven crimes listed, and 
shows a slightly more severe bias through- 
out the rest of the list. This bias is most 
pronounced in the area of sex offenses, 
which brings us to the principal set of dis- 
crepancies which this study set out to test. 





EVALUATION OF SEX OFFENSES 


All three groups rated the assaultive rape of 
a child as approximately equivalent to mur- 
der, differing only slightly in the compara- 
tive rating with Ist and 2nd degree murder. 
' From this point on, however, there were 
wide divergences among the three groups 
in evaluating sex offenses, which therefore 
cannot be attributed to any general reluc- 
tance on the part of any group to take a 
serious view of any sex crime under any 
circumstances. 

It will be noted in Table 2 that statutory 
rape is ranked fairly high in severity by the 
general public, sharing a rank-order of 5.5 
with armed robbery. The criminology stu- 
dents, however, drop it down to about the 
midpoint of the criminality scale (10.5) 
along with larceny, while equating actual 
rape with armed robbery. The wide dif- 
ference between the public and the crimin- 
ology students on both the rankings and 
the modal sentences would be attributed 
by this writer to the thoughtless emotion- 
alism of the public toward the rapist sym- 
bol, contrasted with the better-informed 
evaluation by the criminology students of 
an offense which constitutes rape in name 
only. The intermediate ranking by the 
convict group (7.5) evidently reflects a tem- 
pering of their better-informed state by the 
deprecatory attitude toward sex crimes re- 
vealed in their written comments. In nu- 
merous cases the prisoners specifically com- 
mented on the unfairness of punishing 
statutory rape so severely, when actual con- 
sent and even seduction by the “victim” 
are often involved. The awareness of this 
fact evidently accounts for the milder view 
of this offense taken by the criminology 
students (and by many prosecutors and 
judges in actual practice). 

Further discrepancies are noted in the 
ratings of the three groups for sex perver- 
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sion. The convicts, as previously noted, 
equate it with statutory rape as a moder- 
ately onerous crime. The public is appar- 
ently far less perturbed by sex perversion 
than by statutory rape, ranking it 12th or 
low in the middle range. The criminology 
students, as might be expected, take a more 
lenient “mental hygiene” attitude toward 
sex perversion, ranking it almost at the 
bottom of the list (17th) or almost as in- 
nocuous as writing bad checks. Their com- 
ments frequently reflected the clinical atti- 
tude that sex perverts should be treated as 
mental patients and not as criminals. Un- 
like the ratings for statutory rape, however, 
the modal sentences are not proportional 
to the relative opprobrium of the crime, 
but all three groups are agreed that there 
should be little or no punishment for this 
particular offense. 


ETHICAL, CORRECTIONAL AND 
PSYCHODYNAMIC IMPLICATIONS 


These inter-group differences and intra- 
group inconsistencies have very definite 
implications for the ethical values that are 
institutionalized into criminal law as well 
as for the correctional aspects of penology, 
which the psychologist is prone to regard as 
the very raison d’étre of the whole penal 


system. They likewise raise questions 
about the psychodynamic explanations for 
the discrepancies. 

Even if we ignore, for the time being, the 
attitudes of convicts, on the grounds that 
these may not be very influential in guiding 
judicial or correctional policy in our so- 
ciety (a point we would prefer to dispute 
on another occasion), we have already pro- 
duced ample evidence that the influences 
brought to bear on our penal system by 
public opinion and expert opinion are ex- 
tremely divergent and inconsistent in the 
area of sex crimes. This manifests itself 
in repeated attempts to change the laws 
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pertaining to sex offenses, in the extreme 
latitude given to the judicial and correc- 
tional departments of many states in sen- 
tencing and releasing sex offenders, and in 
extreme divergence of actual sentences im- 
posed for the same crime. This divergence 
is the cause not only of much bitterness 
among convicts but of considerable per- 
plexity among correctional experts as well. 
On the basis of equal justice under law, a 
crime (for example, statutory rape) could 
not be considered as tantamount to murder 
or the assaultive rape of a child in one case 
and as only a mild form of delinquency 
in another. The present study suggests the 
clue that public opinion in such cases tends 
to influence judges and juries to inflict 
more severe sentences, and that professional 
opinion tends to exert a more moderating 
influence. The latitude written into the 
law (the indeterminate sentence for sex of- 
fenders being the most extreme example) 


obviously gives free rein to such variable 
influences as public hysteria and the indi- 
vidual differences in moral values (or anxie- 
ties) of individual judges and jury mem- 
bers. 


The basic rationale of the latitude pro- 
vided by the penal code, however, is sup- 
posedly an enlightened one with therapeutic 
implications of considerable interest to the 
correctional psychologist. There is a clear 
implication in such laws that the sex of- 
fender is “sick” and should be removed 
from society until “cured.” Nevertheless, 
for violating the social mores he must be in- 
carcerated rather than be sent to a clinic as 
an outpatient, the duration of the punish- 
ment to be equivalent to the duration of 
his treatment. Aside from the inconsist- 
ency in the basic assumptions—-which can 
be resolved only by having far more ade- 
quate clinical facilities in prisons than now 
exist—there is the highly questionable as- 
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sumption that the clinical arts have already 
advanced to the point where sex deviation 
can be readily diagnosed as a disease entity 
and proved methods of therapy applied. 
Any honest clinician would be hard put to 
justify this assumption. 

Furthermore, any student of anti-social 
behavior and social regulation would find 
it hard to explain why sex crimes should 
be treated differently from any other crimes. 
The explanation for the very special and 
inconsistent attention accorded sex offend- 
ers, we would suggest, lies in the high de- 
gree of emotional conflict and guilt experi- 
enced by both the general public and the 
responsible authorities in this area of moral 
values, all of whom eagerly dump the prob- 
lem into the lap of the experts—the “ex- 
perts” in this case being virtually non-exist- 
ent—while those who attempt to fill the 
role are frankly perplexed about what is 
expected of them. 

There are several states which specifi- 
cally prescribe indeterminate sentences for 
“criminal sexual psychopaths” (defined op- 
erationally as those who have violated the 
statutes on sex offenses), but provide only 
the most perfunctory clinical machinery 
for “treating” the offenders so classified. 
There are no statutes known to this writer 
which provide similar special treatment for 
“criminal burglary psychopaths” or any 
other strange confusions of anti-social and 
psychopathological symptomatology—ex- 
cept, of course, for the “criminally insane.” 
The explanation, we suspect, must lie in the 
especially anxiety-provoking nature of sex 
offenses—anxieties in which identification, 
guilt projection, isolation and undoing, 
displaced aggression, and perhaps not a 
little of simply rationalized hypocrisy play 
a part. In this study we can do no more 
than probe with an exploratory finger into 
this hitherto unexplored area of psycho- 
social dynamics and institutionalized guilt. 





SUMMARY 


A survey instrument was devised and ap- 
plied as an exploratory probe into the in- 
consistencies of underlying assumptions in 
our penal system, with particular reference 
to sex offenses. The rank-order of oppro- 
brium and the recommended sentences for 
each of 19 felonies was obtained from three 
different groups of males whose attitudes 
toward crime might be assumed to be some- 
what different: (a) a “public” sample of 
234, (b) a “convict” sample of 201 prisoners, 
and (c) a “social science” sample of 134 
criminology students. 

The mean rank-orders, standard devia- 
tions and modal sentences revealed a fairly 
high degree of agreement within and be- 
tween the groups, with murder and as- 
saultis.. cape of children ranked highest in 
severiiy (calling for life or death sentences), 
while car theft, bad checks and adultery 
ranked lowest (calling for little or no pun- 
ishment). There were marked differences, 
however, in the evaluation of other sex 
crimes, with the general public taking a 
much more severe view of “statutory rape” 
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and sex perversion than the social science 
students, who were much more inclined to 
take a “mental hygiene” attitude toward 
non-violent deviant sex behavior. Prisoner 
attitudes were found to reflect a self-right- 
eous contempt for sex offenders. 

The differences and inconsistencies in at- 
titudes toward sex offenses are discussed in 
terms of the conflicting’ pressures which are 
brought to bear on the institutional han- 
dling of such offenses against the social 
mores, as well as in terms of the underlying 
psychosocial dynamics which make attitudes 
and procedures in this area of social values 
a subject of special controversy and incon- 
sistency. 
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Are we hiding behind 


Like the proverbial ostrich which hides its 
head in the hope of avoiding present 
danger by not seeing it, many people in this 
country who consider themselves modern 
and realistic continue to express a semantic 
aversion to the word “homosexual.” The 
distaste this word evokes has been so assidu- 
ously conditioned by generations of morally 
stringent societies that it has become today 
almost instinctive. 





The author, professionally trained, a member of the 
American Association of Social Workers, was en- 
gaged in the practice of medical and psychiatric 
social work for years previous to an illness in 1948 
which resulted in multi-handicap. At this time 
she acknowledges with thanks the assistance of 
Louis E. Roberts of Boston University in the selec- 
tion and organization of the material for this paper 
from the rather voluminous file of research data 
compiled by her on the subject; also the help of 
Rowland Perkins, reader in covering various books 
and pamphlets. 
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It is somewhat paradoxical that many 
citizens actively concerned and engaged in 
the struggle against the causes and effects of 
juvenile delinquency refuse to recognize 
that sexual deviation is a very real threat to 
today’s society and that its practice is in- 
creasing alarmingly. Most of these people 
are willing now to approach alcoholism and 
venereal disease in a spirit of scientific in- 
quiry with a genuine desire to promote pre- 
vention and cure. This attitude was not 
prevalent a few years ago; it was evoked 
largely through propaganda and education. 
The same methods are required today if we 
are to halt the widespread prevalence of 
homosexuality in America. 

Many people undoubtedly regard homo- 
sexuality as some sort of inherited func- 
tional inadequacy which is treated in the 
best interests of society by segregating its 
practitioners from the rest of the com- 
munity. However, it is the opinion of most 





modern psychologists that such thinking is 
based on an essentially false premise; that, 
in reality, the tendency towards homo- 
sexuality is not physiologically determined 
in an individual, but is created and fostered 
by external psychological and emotional 
conditioning, often by those close to an in- 
dividual in his childhood and early ado- 
lescence. Relation with parents seems to 
be a particularly important factor in the 
development of normal sexual interests and 
activities. Overindulgence or its opposite, 
a lack of warm consideration on the part of 
either parent—particularly in conflict with 
the other—apparently can have consider- 
able influence on the sexual development of 
a child. Many cases have been recently re- 
ported in which adults, actively homosexual, 
have under psychotherapy traced the origin 
of their practice to their formative years. It 
is the increasingly validated scientific 


opinion that the earlier homosexual tend- 


encies are noted and subjected to psycho- 
therapeutic treatment, the better by far are 
the chances for cure. 

At present, however, society punishes 
homosexuals for “crimes against nature” 
instead of treating them as mentally ill. 
The blind reaction of society encourages 
homosexuals to find comfort and strength 
in each other, and to organize to affirm their 
rights against this attitude of ignorant 
hostility. 

I became aware of much of this when a 
close friend of mine came to tell me of her 
son who had recently returned from four 
years of service in the army abroad. She 
had expected him to renew his acquaintance 
with some of the girls whom he had fre- 
quently escorted before his army service, 
but he did not respond to her suggestions 
and absented himself from the house when 
he knew they were to be invited. While 
redecorating his room his mother quite 
accidentally came across a group of maga- 
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zines tucked away in a closet. She noted 
that many of the titles included the word 
homosexuality and seemed to indicate a de- 
fense of it. She did not immediately grasp 
the significance of these papers but later 
began to trace a pattern in her son’s strange 
behavior. She recalled that the only tele- 
phone calls he received were from a man, 
and that following these calls he would go 
out for hours and sometimes for whole week 
ends, saying that he was joining friends at a 
lodge in the mountains. In contrast to his 
earlier warm association with his mother, he 
had become uncommunicative and even 
secretive. 

The mother came to share her problem 
with me; I asked to see some of the litera- 
ture that she had found in her son’s room. 


. It was in this way that I came to appreciate 


the extent to which this manifestation of 
deviated behavior has become institution- 
alized. 

Closer examination revealed that there 
exists a cohesive organization in America, 
with chapters in the’ larger cities and a 
highly developed public relations campaign 
designed to encourage prospective homo- 
sexuals to so indulge themselves, to join 
with others openly and to assert their rights 
as citizens. They are urged not to conform 
to social pressure, not to lack courage to do 
as they wish to do, to be in effect strong 
enough to assert their individuality in this 
regard. They are carefully trained to subtly 
propagandize for their cause; they are 
likened to those who struggled against 
slavery and for the right of labor to or- 
ganize and to those who-continue to oppose 
discrimination against minority groups. It 
is important to note that they do consider 
themselves discriminated against, that they 
regard the treatment accorded them—the 
stigma, the shame, the imprisonment—to be 
quite unjust. They quote freely from 
ancient Greek documents of a period in 
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which homosexuality was accepted by the 
state. They want and intend to assert 
themselves in the legal and social framework 
of contemporary American society by 
bolstering their own uncertain egos and by 
obtaining from the public full acceptance. 
Theirs is an increasingly concentrated 
effort which has as an underlying tenet the 
perversion of fundamental social values. It 
is important, I think, to counter their ac- 
tivity before it becomes too pronounced and 
too effective. 

The laws of our various states regarding 
homosexual practices are geared to the old 
view of such practices as willful crimes 
against nature and society rather than as 
evidences of mental illness. They are 
generally punishable with from 20 years to 
life imprisonment with pitifully little con- 
sideration given to the varying degrees of 
compulsion and frequency of indulgence 
which the defendants may express. Many 
judges with no understanding of the psy- 
chological nature of the problem but with 
strong moral prejudices against it simply 
read the law as it stands, convict the offend- 
ers and sentence them to prison, where their 
chances for rehabilitation are virtually de- 
stroyed and their lives shamefully wasted. 
Even if they are eventually released from 
prison, the stigma of this experience is 
marked on ill minds and promotes further 
alienation between the individuals and 
society. 

Two inadequacies in our social structure 
are evident here: 


e Dr. Philip Q. Roche, in delivering the 
Isaac Ray lecture at the University of 
Michigan in the summer of 1956, noted that 
the law is often antipathetic to the help of 
professional psychologists in cases in which 
their competence might be of some value. 





* Reviewed in Mental Hygiene, 37(1953), 321. 
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He called for “closer collaboration” in the 
universities “between medical students and 
law students together with students in the 
other social disciplines.” 


e Secondly, there are at present virtually 
no facilities available in our mental state 
hospitals for the therapeutic treatment of 
the homosexual, nor is there any generally 
accepted system of such treatment allied 
with home probation. 


There is much to be done in this field and 
some states have already made considerable 
exploratory progress. A markedly signifi- 
cant report * was made in Michigan in 
1951 by the Governor’s Study Commission 
on the Deviated Criminal Sex Offender. 
This study was made with the assistance of 
clergymen, educators, psychologists, sociolo- 
gists, legislative members, judges and law 
enforcement officers, all of whom supplied 
some specialized point of observation or 
knowledge. They found that the public is 
becoming aware that the problem of sex 
deviation is very real in the community and 
is growing and, more importantly, that it is 
an illness of maladjustment requiring treat- 
ment and not punishment. They advise a 
program of education under the direction of 
the state mental health committees to fur- 
ther increase this awareness and to en- 
courage the public to look to the field of 
psychology for help in solving the problem. 

The interested citizen can lend his aid 
by first overcoming his semantic reaction of 
aversion to the word homosexual by in- 
quiring about its real meaning, by familiar- 
izing himself with the latest work being 
done on the problem, and by helping to 
promote discussion and dissemination of 
information on it. His state mental health 
organization will serve as a very useful 
guide. He should particularly examine the 
legal structure in his own state pertaining 





to the offense of homosexuality and could 
do much to promote the realization that 
many of the offenders who come into court 
require not imprisonment but psychiatric 
assistance. 

Dr. George A. Silver has noted that homo- 
sexuality is another threat to a family struc- 
ture already under considerable strain from 
an upheaval in the pattern of society occa- 
sioned by the requirements of industry. He 
concludes, “At present, cure is difficult and 
time-consuming, maybe even impossible for 
many homosexuals. The key to the prob- 
lem lies in prevention. Prevention waits 
on knowledge and study.” } 
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REV. RALPH D. BONACKER, B.D. 


Alcoholism 


and Alcoholics Anonymous 


viewed symptomatologically 


When asked recently to discuss some as- 
pects of the problem of alcoholism I began 
a review of those alcoholics I had known 
who had been successful in overcoming 
their addiction. In a great majority of 
cases the major influence was the organiza- 
tion known as Alcoholics Anonymous. 

I first learned of Alcoholics Anonymous 
in 1940, when I was senior chaplain at 
Bellevue Hospital. An intimate friend of 
a colleague on the chaplaincy staff was a 
young man in his late twenties. He had an 
engineering degree, was intelligent and per- 
sonable, but was throwing away his life 
through addiction to alcohol. Having 
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heard of Alcoholics Anonymous, I asked my 
colleague if he thought it might be helpful 
to invite this young man to go with us some 
evening to a meeting of AA. In due course 
our attendance at a meeting was arranged. 
I can still see this young man, Bill, standing 
half-intoxicated on the fringe of the meet- 
ing observing intently what was going on, 
undecided whether this was for him or not. 

Shortly after this event we moved from 
New York, and the outcome of the meeting 
was left in doubt. Seven years later, how- 
ever, we returned and learned that Bill, 
shortly after that evening, became a mem- 
ber of Alcoholics Anonymous and had main- 
tained sobriety for the intervening seven 
years. We had the privilege at that time 
of entertaining him and his wife in our 
apartment and observed with great pleasure 
the new satisfaction and joy he was getting 
from life because of the help he received 
from Alcoholics Anonymous. 





Alcoholism and Alcoholics Anonymots 


A SYMPTOM, NOT A DISEASE 


Before going any further into this matter, 
let me state my strong conviction that al- 
coholism is not a disease. This is a common 
misconception, frequently repeated. Typi- 
cal of much that has been said is the title 
of an excellent pamphlet, published by the 
Public Affairs Committee, Alcoholism—A 
Sicknesss That Can Be Beaten. 

Is a cough a disease? Hardly. A cough 
may be caused by any number of diseases. 
In each case the cough is a symptom of an 
underlying pathological state which is the 
disease. Some diseases of which a cough 
may be a symptom are tuberculosis, a com- 
mon cold, pneumonia, a sinus infection or 
an emotional disturbance. To call the 
cough the disease would be superficial over- 
simplification. To call alcoholism a disease 
is also superficial over-simplification. Al- 
coholism is not a disease, but a symptom 


of an underlying pathological condition, 


primarily psychological. This distinction 
is important to make. First, because it 
helps us to understand that any treatment 
aimed only at removing the symptom is 
really no treatment of the basic problem, 
and might actually result in the appearance 
of more serious symptoms, such as drug ad- 
diction. Conceivably, the last state of that 
man might be worse than the first. In any 
case where it is possible, treatment should 
be directed at the basic disorder and not at 
symptoms. Another reason for insisting 
upon this distinction is that a disease is 
something the patient generally can do very 
little about except to see the doctor and let 
the doctor do the work. Alcoholism is a 
symptom about which the patient should 
feel some responsibility and some hope in 
working toward a cure. 

Alcoholism is a symptom of a disturbance 
in the psychological or moral realm. If 
alcoholism is a symptom, what is the disease? 
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The purpose of this paper is to take a look 
at the main features of alcoholism itself as 
a set of symptoms indicating a deeper dis- 
turbance and telling us something about 
the nature of that disturbance; and also to 
look at the program of Alcoholics Anony- 
mous as a substitute set of symptoms replac- 
ing the destructive symptoms of alcoholism 
and also suggesting something about the 
deeper psychological needs of the alcoholic. 
(That AA is a cure only of the symptom 
and not the disease is admitted by AA itself. 
“Once an alcoholic always an alcoholic” is 
an accepted dictum among members of Al- 
coholics Anonymous.) Such an attempt to 
understand alcoholism and AA as sympto- 
matology may help us toward an under- 
standing of the basic needs and problems of 
the alcoholic. 

There is no intention anywhere in this 
paper of implying that the personality struc- 
ture of all alcoholics is identical and that 
therefore the AA program is an appropriate 
means of helping all alcoholics. There are 
striking personality differences among al- 
coholics. I have known a considerable 
number who have shown marked resistance 
to the AA treatment—and in some cases 
their resistance was based on unconscious 
wisdom, an awareness that the AA program 
was not the best answer to their problems. 
Some of these have found help in other 
ways. These differences in alcoholics sug- 
gest that perhaps we should stop talking 
about alcoholism and begin speaking of 
alcoholisms. Nevertheless, it is my con- 
sidered opinion that the observations which 
follow concerning the psychological needs 
of the alcoholic are true of even these differ- 
ent types of alcoholics. At least I believe 





1 Herbert Yahraes, Alcoholism Is a Sicknesss, New 
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them to be true of most of the many male 
alcoholics I have been able to observe. 


DEPENDENCE 


What then does a study of the symptoms of 
alcoholism and the symptoms of AA in- 
dicate about the nature of the underlying 
pathological process? First, the depend- 
ence upon the bottle with its oral recep- 
tivity is a sign of the need for love. The 
relationship between oral receptivity and 
the need for affection, now a truism of psy- 
choanalytic thought, has its roots in the in- 
fant’s first experience of being loved, the 
feeding relationship with the mother. The 
alcoholic, for one reason or another, seems 
to possess an excessive amount of the uni- 
_ versal need to be loved and a small capacity 
- for tolerating frustration of that need. Per- 
haps most of us have a greater need to be 


loved than is normally satisfied; but for the 
alcoholic, this is a peculiarly distressing 


problem. I am reminded of the story of 
the Indiana farmer who went into town to 
sell some grain. When he returned his wife 
asked him how much he got for the grain 
and he said, “I didn’t get as much as I ex- 
pected; but then I hardly expected that I 
would.” This philosophy is one that the 
alcoholic is unable to apply in relation to 
his need for affection. Perhaps most of us 
don’t get as much as we expect, but we learn 
not to expect that much. To the alcoholic 
the discrepancy between expectation and 
fulfillment is considerable and unaccept- 
able and an important factor in the devel- 
opment of his alcoholism. 

In my own contacts with alcoholics I 
have often noted the strong attachment that 
many of them have for their mothers or 
mother-substitutes. In successive interviews 
recently I had one alcoholic tell me, “My 
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mother worshipped me,” and the next one 
said, “My grandmother made an idol of 
me.” Many of them marry older women; 
their wives are usually maternal in their 
protectiveness; and occasionally it has been 
clear that an alcoholic never married be- 
cause he could not find “a girl just like 
the girl who married dear old Dad.” 

The pamphlet mentioned above gives this 
picture of a typical alcoholic: “Take Mr. 
A. At the office he was always the one who 
passed the hat for flowers when a fellow- 
worker was sick. He was a sucker for pan- 
handlers. And in many a bar he lamented 
the callousness of persons who suggested 
that pigeons in a big city were confounded 
nuisances. But he was also abnormally 
quick to take offense, and unless he was 
waited on hand and foot at home was likely 
to accuse his children of failing to honor 
their parents, and his wife of being unfaith- 
ful.” 2 

Now let’s take a look at the symptoms of 
AA. Is there anything about the symptoms 
of AA which suggests the satisfaction of this 
need? First, look at steps 1, 2 and 3 of the 
“12 steps of Alcoholics Anonymous.” They 
add up toa yielding up of the pretense of in- 
dependence and an acceptance of complete 
dependence upon God. Step 1, admit you 
are powerless over alcohol, that your life 
has become unmanageable. Step 2, come 
to believe that a power greater than your- 
self can restore you to sanity. Step 3, turn 
your will and your life over to the care of 
God as you understand him. These three 
steps give the alcoholic some satisfaction of 
this need for love, this need to lean and de- 
pend upon something greater than himself. 
Then too the 12 steps taken as a whole 
and the entire philosophy of AA become 
for the member a “rule of life,” a new 
authority in which to trust and on which 
to lean. And beyond this there is the 
fellowship of understanding which the alco- 
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holic finds in AA and which is another sig- 
nificant means of satisfying this need. 


NARCISSISM 

A second group of symptoms points to 
narcissism. Most alcoholics, at least after 
their acceptance of AA, admit that they 
have been an extremely self-centered lot. 
When sober they tend to be rather shy, 
sometimes lonely, people; but under the in- 
fluence of alcohol, their narcissism usually 
becomes fairly clear in a tendency to ex- 
hibitionism. The alcoholic needs a lot of 
attention and seeks it boldly after he has 
had a few drinks. It must be understood 
that this observation is made in no moral- 
istic sense whatever; there are elements of 
self-centeredness and exhibitionism in all of 
us, and a preacher should be the last to deny 
this or to be moralistic about it. Ambrose 
Bierce defined an egotist as “a person of low 
taste more interested in himself than me.” 
A rather good definition, indicating that we 
all belong to the group. The narcissism of 
the alcoholic is not something which is pe- 
culiar to him, but which is perhaps a bit 
stronger in him than in the rest of us. 

One of them recently said to me, “Nor- 
mally I’m pretty shy, but after a few drinks 
I really make a fool of myself. I think I’m 
as clever as Noel Coward. I can dance like 
Arthur Murray and fight like Rocky 
Marciano. Oh, I have a wonderful time! 
But after I sober up, I’m full of remorse.” 

How do we see this same basic personality 
trend expressed in the symptoms of AA? 
First, there is the satisfaction that the mem- 
mer of AA gets through the exhibitionistic 
recounting of his drunken sprees and depths 
of degradation. This is something which 
annoys a great many people and which pre- 
vents some alcoholics from accepting the 
suggested treatment. Many of us have per- 
haps felt about this aspect of AA somewhat 
like the preacher who, after listening to a 
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full and lurid confession of sin, said to the 
penitent, “Brother, you ain’t confessin’, 
you’s boastin’.” Perhaps one reason it 
annoys us is-that we are a bit envious of the 
satisfaction the ex-alcoholic gets in these 
tales of his woeful exploits. The important 
thing is that he is engaged in a kind of ex- 
hibitionism which is nevertheless a point of 
contact between himself and other people. 
It is not an isblating kind of exhibitionism 
which leads to remorse. Rather, it brings 
him into fellowship with other people, and 
brings approval from others and himself; 
and this is important. 

Another indication of the basic narcissism 
to which AA ministers is its concern that 
the member of AA help other people like 
himself. He has a sense of mission to others 
who have the same basic personality needs 
and the same behavior problems that he 
has. Vicariously he is helping himself. 
Even though this is psychologically true, he 
is nevertheless helping others, and this too 
is important. In this endeavor he discovers 
something of the secret that he who would 
save his life must lose it. —The AA program 
teaches the alcoholic to redirect a great deal 
of his affection away from himself toward 
God, toward the fellowship of other alco- 
holics, and to the unredeemed alcoholic who 
needs his help. 


RESENTMENT 

A third characteristic of the alcoholic is 
a deep underlying rebellion against and re- 
sentment toward both authority figures and 
persons on whom they depend. In such a 
culture as ours, with its strong. puritanical 
strain denouncing all use of alcohol, drink- 
ing is one way of expressing resentment of 
authority. In a culture which says we must 
not take even the first drink, a good bender 
becomes a symbol of independence and a 
sign of rebelliousness. I recall the theo- 
logical student attending an AA meeting 
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who stood up during the discussion period 
to ask the question, “Why do we spend so 
much time trying to cure alcoholism when 
we could solve the whole problem by pre- 
venting anyone from ever getting a drink?” 
The chairman of the group sat on him 
pretty hard, saying, “If you were a minister 
and this was your basic philosophy concern- 
ing alcohol, an alcoholic who saw you walk- 
ing down the street would pretty quickly 
cross to the other side to avoid meeting 
you.” Authoritarian denunciation of alco- 
hol is no way to treat the alcoholic; the more 
moralistic we become, the more we en- 
courage him to drink as a means of express- 
ing his rebellion. Often we see this vicious 
cycle repeated within the family of the alco- 
holic: he drinks, the family scolds; and the 
more it scolds, the more he drinks. Often 
we sense the alcoholic’s resentment of ad- 
vice, particularly when it is moralistic. 
Most of us have seen the alcoholic’s in- 

hibitions dissolve and his resentment rise 
to the surface after he has had a drink or 
two. I remember going to see one of them 
in his hotel room not so long ago. He was 
giving his boss a verbal lashing, which he 
could never have done without those few 
drinks. He had acquired a new courage, a 
new confidence, a new ability to express his 
resentment. The pleasure it gave him was 
obvious. I have had many alcoholics tell 
me that this is one of the reasons why they 
drink. Frequently it is not the boss but 
the wife against whom they feel hostile. 
They share Clarence Day’s feeling about 
wifely coddling or domination: 

“The parting injunctions 

Of mothers and wives 

Are one of those functions 

That poison our lives.” 


Normally passive and gentle, those first two 
or three drinks help them to do a good job 
of talking out their resentments, or some- 
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times acting them out. I remember vividly 
the meek little neighbor who regularly beat 
up his wife on week-end binges and de- 
prived us of our Saturday night’s sleep. 

Now, how is this need satisfied by AA? 
In the first place in AA there is neither coax- 
ing nor coddling. The individual is not 
asked to give up drinking. He is told that 
the decision is entirely his own. There is 
in AA a minimal amount of authority. 
There is no continuing presiding officer. 
Elections are frequent. The entire atmos- 
phere smacks of democracy and informality. 
There is no dogma. The closest thing to 
dogma is the acceptance of a higher power 
or God, but only as the individual knows 
Him. There is no hierarchy. There is 
only the personal choice of sobriety. The 
AA member admits he is powerless over 
alcohol and on his own makes the decision 
to move into complete sobriety. 

Finally, in AA there is no moralizing. 
There is even no moralizing over the mem- 
ber who slips. There is understanding and 
a willingness to receive him back into the 
fellowship. This is one of the places where 
the church has much to learn. We have 
been too conscious of ourselves as a fellow- 
ship of saints and too little aware of our- 
selves as a band of sinners. 

It should be noted that while AA does 
much to reduce the alcoholic’s resentment 
by its avoidance of coddling, dogmatism, 
authoritativeness or moralizing, the AA pro- 
gram nevertheless seems excessively intol- 
erant of hostility. In relation to the need 
for love and the narcissistic trends, AA pro- 
vides an expressive outlet. In relation to 
hostility, the AA program strikes this ob- 
server as somewhat repressive, and perhaps 
not as helpful as it might be. The virtues 
of passivity and placidity frequently appear 
to be too highly exalted, a tendency which 
sometimes breeds unnecessary inner conflict 
and tension. 








ALAN O. ROSS, Pu.D. 


The function of psychological testing 


in the child guidance clinic 


The psychological evaluation or survey is, 
above all, a short-cut to the understanding 
of an individual’s personality, which in- 
cludes both intellectual and emotional fac- 
tors. By utilizing special techniques and in- 
struments the psychologist obtains a cross- 
sectional view from which, by extrapola- 
tion, he tries to reconstruct the patient's 
past experiences and to make predictions as 
to his future behavior under certain speci- 
fied conditions, such as therapy. Theoreti- 
cally, the information obtained from psy- 
chological tests can also be derived from 
the extensive study of a person conducted 
by a skilled therapist over a period of 
months or years. The only unique feature 
of the psychological survey is that it pro- 
vides a quicker evaluation by using a struc- 
tured interview around standardized stim- 
uli. The psychologist can often furnish in- 
formation after four to six hours of study 


which it might take a therapist as much as 
six months or more to obtain. In instances 
where important decisions or dispositions 
have to be quickly arrived at, such as 
whether to accept a child for treatment, 
remove him from a foster home or place 
him in an institution, the psychologist’s 
contribution can be of utmost value. 

In a child guidance clinic where the de- 
mand for services inevitably exceeds the 
supply of staff time, psychological testing 
plays a significant role. Decisions affecting 
the lives of children and their families are 
constantly required and these decisions 
should, in justice to the individuals in- 
volved, be based on all the information 
and knowledge which can be made avail- 
able. This includes the results of psycho- 
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logical evaluations, but clinic personnel, in- 
cluding psychologists, are not always clear 
as to the manner in which the psychologist’s 
skill as a diagnostician can be used to best 
advantage. 

Psychological testing has unfortunately 
been oversold at some clinics with the result 
that every patient who requests treatment 
or other services is immediately referred for 
a psychological evaluation. Conducting a 
routine testing program, in this manner, 
does not constitute optimal use of the psy- 
chologist’s time and effort. Routine testing 
all too often turns into a mechanical pro- 
cedure where every patient is given a pro- 
crustean “battery,” the results of which, be- 
cause they tend to read alike from patient 
to patient, are filed away unread and un- 
heeded. Child guidance clinics relying on 
routine testing frequently schedule a child 
for “‘psychologicals” before he has been seen 
by the psychiatrist for a diagnostic inter- 
view. At the time this interview does take 
place, the psychological report may or may 
not be completed and if it is the psychiatrist 
may glance at it to pick out the IQ score, 
read the summary and disregard the rest 
lest it bias his clinical impression. At the 
staff conference following the intake pro- 
cedure, someone may then raise a specific 
question and be disappointed because the 
psychologist does not have the answer— 
not having been able to foresee the question 
when he examined the child. This kind of 
arrangement not only leads to a deprecia- 
tion of the psychologist’s role in the eyes of 
other staff members, but it also tends to dis- 
illusion the psychologist about the impor- 
tance and value of his diagnostic function, 
which thus often becomes viewed as “just 
testing.” 

Selective rather than routine testing of 
patients makes rational use of the psychol- 
ogist’s skills. In selective testing psycho- 
logical instruments are used to answer spe- 
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cific questions which arise in the course of 
the study of a patient. In a child psychi- 
atric clinic this would mean that someone, 
usually the psychiatrist, sees the child to 
obtain a diagnostic impression from a play 
interview. If there are any points such an 
interview has failed to clarify and if it ap- 
pears that to obtain adequate understand- 
ing of the case the child would have to be 
seen many more times, the short-cut diag- 
nostic technique—the psychological survey 
—should be introduced. In this way the 
psychiatrist can pose specific questions rele- 
vant to that particular child and related to 
those areas his interview failed to make 
explicit. In routine testing the referral is 
for a “personality evaluation.” In selective 
testing the psychologist is asked to furnish 
answers to such questions as “to what ex- 
tent does this child’s anxiety interfere with 
his intellectual potential?” or “how does 
this child view his position in his family in 
relation to his siblings?” or “what is this 
child’s potential for improvement under 
treatment?” Instead of using a shotgun 
approach, hoping to tap as many areas as 
possible—as he needs to do when asked for 
a non-specific personality evaluation—the 
psychologist can now <iecide which of his 
instruments are best suited to furnish an- 
swers to the questions asked, if necessary 
trying a number of techniques if one fails 
to be productive. Instead of duplicating 
them, the psychologist now supplements 
the efforts of other disciplines on the psy- 
chiatric team and in the staff conference 
following the completion of the study he 
can contribute valuable information, hav- 
ing had the opportunity to maximize his 
effectiveness. Functioning in this fashion, 
no psychologist will view his activity as 
“just testing,” because he and his team 
partners clearly recognize the importance 
of his contribution to the understanding of 
the total child. 





Whether testing is conducted routinely 
or selectively, the decision of which of his 
instruments to use in any specific case must 
be that of the psychologist and not that of 
the referring source. If the more desirable 
practice of selective testing is followed, the 
referral should clearly state the questions 
to which answers are to be obtained. This 
will enable the psychologist to use his pro- 
fessional judgment in choosing the instru- 
ments which he considers to be best suited 
to contribute to the desired answers. In a 
clinic setting this prerogative of option 
should never be abrogated to a member of 
another profession, nor even to another 
psychologist, since the same instrument does 
not always possess equal sensitivity in the 
hands of different clinicians. The medical 
training of some colleagues in the mental 
health professions sometimes leads them to 
equate the psychological survey with labora- 
tory tests, making them “order” a Ror- 


schach, for example, as the internist orders 


a blood count or a Wassermann. This 
analogy is faulty because the psychologist 
does more than furnish facts and figures; he 
interprets his findings, integrating the re- 
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sults of a number of tests, and submits a 
complete evaluation, recommendations and 
conclusions. Unless the psychologist suc- 
ceeds in explaining his role adequately, he 
may find himself functioning as a techni- 
cian who gathers information that others 
interpret, a psychometrician who does “just 
testing.” In a well organized clinic each 
profession limits its activity to the area of 
its competence; just as the psychologist 
should refrain from telling the psychiatrist 
which medication to prescribe if psycho- 
logical tests reveal the presence of a con- 
vulsive disorder, so should the psychiatrist 
abstain from specifying the instruments the 
psychologist is to use in his examination of 
a patient. 

All of this does not of course preclude 
that in a collaborative team situation a pro- 
fessional partner may at times suggest that 
a specific test might be indicated, but such 
a suggestion should never take the form of 
a prescription. Only by this separation of 
professional functions can the mutual re- 
spect, so essential for the smooth operation 
of the team approach, be maintained and 
preserved. 








FRANK T. GREVING 


Basis and plan for more 


effective use of community resources 


THE PRACTICAL ISSUE 


One of the most serious problems facing 
the ten state governments represented at 
this conference is the mounting capital and 
operational costs of hospitals for the men- 
tally ill. These northeast states! spend an 
aggregate of approximately $230,000,000 
annually for the care of about 195,000 pa- 
tients in long-term mental institutions. 
Each year these states admit about 52,000 
patients. Thirty-five percent or 15,000 of 
these are readmissions. Twenty-nine thou- 
sand are discharged annually. 





Mr. Greving, who is associate director of Community 
Research Associates, inc. of New York, presented 
this paper September 12, 1957 before the Northeast 
State Governments Conference on Mental Health. 
1 Connecticut, Delaware, Maine, Massachusetts, New 
Hampshire, New Jersey, New York, Pennsylvania, 
Rhode Island and Vermont. 
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for mental health 


Public concern about the mentally ill is 
undeniable; the cost of building and main- 
taining our state hospitals is mounting 
steadily. This defines the most clear-cut, 
urgent and practical issue in the whole 
broad and still very vaguely defined area of 
mental health—how to control and prevent 
an increasing need for state hospital care 
and its attendant financial burdens. 

Our assignment is to discuss how this 
may be accomplished through the better use 
of local community resources. The prob- 
lem posed thus is two-fold: first, how to keep 
people out of the state hospitals wherever 
possible, when they can be treated as well 
or better by non-institutional resources in 
their local communities; second, how to 
get people out of the institutions as soon as 
possible and turn them over to responsible 
after-care and follow-up resources. 

In connection with these two questions we 
may note another practical issue. These 





same northeast states have currently budg- 
eted a combined $23,750,000 for local com- 
munity mental health services. This 
amount is from several sources—state gov- 
ernments, $12,000,000 or 51%; local tax 
funds, $9,000,000 or 38%; federal appro- 
priations $944,000 or 4%, and from local 
voluntary sources $1,800,000 or 7%. Not 
only does the state directly pay for the bulk 
of these local mental health activities, but 
much of the local tax money is spent in 
“matching” state expenditures, thus giving 
the state at least an indirect control over the 
policies governing it. Therefore, to a very 
considerable extent, when we ask the ques- 
tion, “how can a state make use of local 
resources to control and prevent the need 
for hosiptalization?,” we are asking, “how 
can the state make better use of the local 
services it is now either financing or sub- 
sidizing?” 

It is, I believe, fair to say that no state 
has yet come up with a comprehensive plan 
through which to achieve these objectives. 
This mental hospital problem is not new, 
but public and administrative awareness of 
its proportions is relatively new; realistic im- 
plications are still surrounded by uncer- 
tainties and confusion. Many of the states 
represented at this conference have devel- 
oped and are experimenting with particular 
measures they hope will keep people out of 
their hospitals or accelerate the rate at 
which they can discharge them. But good 
administrators are the first to admit that 
these efforts fall far short of what they 
would like to achieve. 

Community Research Associates claims 
no omniscience in this matter; we have no 
inside access to any magic wand with which 
you can solve this problem. All I can at- 
tempt to do is to clarify some of the issues 
and suggest some principles for planning 
which have evolved from our experience in 
many local community studies and in some 
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of the special administrative research we 
have been undertaking. 

Let us first see what is known about the 
problem of mental illness that your state 
hospitals have to deal with. 

It is a practically significant fact that the 
great bulk of institutional care is required 
by psychotics. A small segment of the pa- 
tients are classified as psychoneurotic— 
about 5%. The psychotic patients can be 
divided roughly into two main groups. One 
consists of those with psychoses with a 
predominantly organic base. They cor- 
respond significantly to an older age group 
characterized by progressive physical and 
emotional deterioration. The other group 
comprises those with severe functional dis- 
orders. Here the onset is at a younger age 
and therefore, unless effective hospital 
treatment and appropriate community re- 
sources are available, care of longer dura- 
tion will ensue. The median age for state 
hospital admissions in the U. S. for arterio- 
sclerotic and senile patients is 72 and 76 
respectively; for the functional psychotic- 
psychoneurotic group is 50 and 36 respec- 
tively. 

These basic characteristics of the state 
hospital load have several important impli- 
cations for the better use of community re- 
sources. Is state hospital care the most ef- 
fective and appropriate care for all of these 
older patients? How well are we planning 
return of the younger patient to his family 
and to responsible community life? Is 
there any responsible community service 
that provides effective continuum of service 
concerned with family, relatives, job find- 
ing? Or in other words—what services 
ought we to have at the local level, to form 
the basis for an integrated plan for con- 
structively controlling the flow of cases in 
and out of the state hospitals? State facili- 
ties for the mentally retarded are subject 
to similiar considerations. 
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Community Research Associates’ experi- 
ence suggests three functions that local com- 
munity resources ought to be able to per- 
form on a planned basis and that, if they 
were available and used, might substantially 
reduce hospital loads: 


The provision of nursing home care for 
long-term cases where there is minimal hope 
for rehabilitative treatment and where pro- 
tection and security measures are not a pri- 
mary consideration. This would relieve 
state hospitals of the care of many of the 
older group with chronic organic diseases. 


The discovery and treatment of cases at 
the earlier ambulatory outpatient stage as 
a means of preventing or delaying their 
need for institutional commitment. This 
applies mainly to the functional disorders 
and to the mentally retarded. 


The assumption of cases for follow-up 
treatment and supervision at the earliest 
possible time. This applies to both organic 
and functional states. For the latter, ambu- 
latory outpatient care; for the former, nurs- 
ing home and bedside supervision. 


PRESENT COMMUNITY RESOURCES 


If in broad outlines these are the basic types 
of local service which would help prevent 
or delay the need for hospitalization and ac- 
celerate the possibility of discharge, let us 
look briefly at the services we now have in 
our local communities and the extent to 
which they are being used for these pur- 
poses. 

We must of course distinguish between 
urban and rural counties. Generally speak- 
ing, the former are much better supplied 
with mental health facilities than the latter. 


URBAN CENTERS 
Most urban centers now have outpatient 
clinics of some kind. The fact is, however, 
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that they tend with few exceptions not to 
accept, or at least to avoid, psychotic or pre- 
psychotic cases—the type of cases which con- 
stitute the overwhelming bulk of flow into 
the state hospitals. Studies made of child 
guidance clinics have shown that in this 
particular field of community mental health 
service as many as four out of five cases 
could have used a resource requiring less 
psychiatric skill and training. Actually we 
are making an uneconomical use of very 
scarce psychiatric personnel. Outpatient 
clinic services should be used for people 
who are ill and whom it would otherwise be 
necessary to commit to institutional care. 
Not many community clinics, either public 
or subsidized voluntary are fulfilling this 
obligation as a community resource. 

Moreover, most local clinics are not effec- 
tively linked either functionally or admin- 
istratively with the state hospital system 
and therefore are not integrated into any 
systematic plan for prevention or follow-up 
treatment. Only a few states have partial 
provision for state hospital after-care, and 
this usually is administered out of the state 
hospital and not linked with systematic 
utilization of such local clinical resources as 
may exist. 

Nursing homes, many of which operate 
with some public subsidy, are available but 
they have not generally been developed to 
care for aged mental cases. California did 
take the bull by the horns and refused to 
admit these cases to its state institutions. 

Our own experience suggests that at the 
community level the larger proportion of 
psychotic cases, or cases evidencing pre- 
psychotic symptoms, instead of being under 
the care of mental health clinics actually 
are to be found in the care of three main 
types of agencies; private casework agencies, 
public welfare departments and local cor- 
rectional authorities. The first two types 
of agencies by definition are working with 





families and individuals with symptoms of 
social maladjustment, disordered behavior 
or emotional disturbances of some sort. We 
do not know exactly what proportion of 
their caseloads would show diagnosed psy- 
chotic or pre-psychotic symptoms; there 
never has been any systematic attempt to 
discover this. Recent data of our own 
from a representative number of family 
casework agencies suggest that the propor- 
tion in this group may run to 15% or 20%. 
We also know that local jails and work- 
houses as well as juvenile detention homes 
are filled with constant repeaters. We 
know enough from their case records to be 
sure that a significant proportion are in, or 
border upon, a psychotic classification. Pub- 
lic welfare departments not only have a 
major responsibility for the care of aged 
people with their accompanying vulnera- 
bility to organic deterioration, but in their 
aid to dependent children and child wel- 
fare service loads are very substantial groups 
of.families highly vulnerable to severe men- 
tal and emotional pathology. We have no 
doubt that a significant proportion of them 
falls in classifications of severe pathological 
disorder. 

Although we feel reasonably sure that a 
quite substantial portion of the persons in 
the community with mental illness severe 
enough to make them at some stage poten- 
tial candidates for state hospitals are to be 
found in caseloads of these three types of 
community agencies, it is an almost uni- 
versal fact that these agencies do not as- 
sume any responsibility for performing 
either of two functions that would help 
keep them from filling up the hospitals: 
namely, discovery or identification and 
clinical treatment. 

Most private casework agencies could 
systematically screen out or identify the 
psychotics and suspected psychotics in their 
caseloads if there were any inducement or 
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requirement that they do so. These agen- 
cies usually employ well-qualified casework- 
ers whose training includes perception of 
such symptoms. This is not true of the 
local public welfare or correctional depart- 
ments. There identification would require 
new procedures; this should not, however, 
present insuperable obstacles. 

As to the second function, none of these 
agencies is now equipped to give effective 
psychiatric treatment to the persons in their 
caseload who may require it. From the 
standpoint of sound planning we believe 
it uneconomical to try to equip them to do 
so. But unless there is some local commu- 
nity clinic that will concentrate on the treat- 
ment of ambulatory psychotic and pre-psy- 
chotic cases, the only recourse these agencies 
now have is to try to get these cases ad- 
mitted to your state institutions. This they 
now do to some extent and in a generally 
haphazard manner. 


RURAL COUNTIES 


The main difference between urban centers 
and rurai communities is that in the latter 
there seldom are mental hygiene clinics or 
private casework agencies. The principal 
public services through which cases flow to 
institutional care are welfare departments 
and courts. Provisions for preventive and 
delaying services are almost entirely lacking 
except where a traveling clinic occasionally 
gets around to provide diagnostic services. 

Practically speaking, the distinction is an 
academic one. While urban centers have 
resources that might be used to help con- 
trol the flow in and out of state hospital 
care, they are not being so used. With 
fewer resources in rural areas, the net re- 
Sut is the same. 


COMMUNITY PLANNING PRINCIPLES 


An underlying reason for the present failure 
either systematically to identify psychotic 
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or suspected psychotic cases in the local 
agencies or to provide competent local treat- 
ment for them is that in our community 
plans the area of severe pathology has be- 
come lost in a confused concern about the 
very much larger and ill-defined problem of 
social unadjustment, disordered behavior, 
emotional disturbance, mental health or 
whatever other name you may choose to 
call it. 

Undeniably communities do and must 
provide services to many families, adults or 
children with behavior and adjustment 
problems who are not and never will be 
severely mentally ill. But the attempt to 
deal with all these symptomatic evidences 
of trouble in the name of mental health 
has created great confusion. Thus we have 
a myriad of different agencies and jurisdic- 
tions dealing with different symptomatic 
episodes at different times or concurrently 
in the same individual] and in the same fam- 
ily—each with its own brand of treatment 
plan. The amount of hidden and often ra- 
tionalized waste attending this process is 
tremendous. Yet today we clamor for more 
specialized care facilities—a new panacea 
being the residential treatment center—not 
yet defined, very costly and most readily re- 
sorted to, often because we failed to use the 
basic services we already have. 

This multiple and wasteful activity leads 
to many vague apprehensions by profes- 
sional workers, no less than by the man in 
the street, about an unknown mass of trou- 
blesome behavior. Our own studies have 
shown that a relatively small number of 
families and individuals keep producing 
the bulk of the problems requiring agency 
activity. This activity, often by many 
agencies with the same family, creates the 
impression of vast numbers of cases when 
actually it is in part a symptom of uncoordi- 
nated activity, often with different facets of 
the same core problem. This leads to an 
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unscientific promotion of so-called needs of 
all kinds. Funds are raised and appropri- 
ated under a myriad of well-intentioned or 
vested interest motivations. This is neither 
conducive to sound community planning 
nor to gaining the confidence of the tax- 
payer. 

At Community Research Associates we 
believe that you can chart your way out of 
this confusion only by accepting and acting 
on a few simple principles. 

The first principle is that the organized 
community—that is, the community which 
puts up either tax or voluntary money for 
organized services—must deal with this 
whole problem of behavior, mental well- 
being, or however you may conceive it, at 
three levels: 


THE ECONOMIC LEVEL 


That is, the community must provide finan- 
cial assistance to handicapped people who 
cannot meet accepted minimum require- 
ments of food, clothes, shelter, medical care 
and other necessities. 
This is the primary responsibility of our 
public assistance programs, now under- 
pinned by modern social security insurance. 


THE ADJUSTMENT LEVEL 


That is, the provision of service and protec- 
tion for people who behave in an unsocial 
manner; who do not give adequate care to 
their children; who are emotionally dis- 
turbed, unstable or disorganized, but who 
are not mentally ill in the sense that makes 
them potential candidates for state hos- 
pitals. 

This level is, or should be, the responsi- 
bility of an admitted plethora of agencies, 
who do and should place their main reli- 
ance on social casework personnel: private 
child welfare and family service agencies; 
public child welfare services; adult and 
juvenile court and probation services; spe- 





cial police and youth services; programs for 
the handicapped, and so on. | 


THE LEVEL OF MENTAL ILLNESS 
That is, the provision of psychiatric medi- 
cal service to persons with severe pathology. 
Most of these cases fall within or border on 
the psychoses, as we now understand that 
term. 

In the state government this is the clear 
responsibility of the state mental hospital, 
but in the local community, as we have 
already indicated, responsibility is not fixed 
with corresponding clarity. 

Our second community planning prin- 
ciple is that the agencies with primary re- 
sponsibility for each of these basic service 
levels should stick to their own job and 
not try to move into the other’s territory. 
In urban communities a great deal of men- 
tal hygiene money and expensive psychi- 
atric personnel is widely spread over an ex- 
traordinary variety of agencies who do not 
deal directly with mental illness and who 
use these resources simply as an adjunct to 
some program with a completely different 
purpose. 

The function of psychiatric consultation 
which cuts across many community services 
has been a singular source of confusion. 
Its use and purposes are not the subject of 
this paper except to point out that until 
its effect can be measured we should be 
cautious about claiming for it any sizable 
change in the incidence of mental illness. 
There is an important place for psychiatric 
consultation to other professions but by it- 
self it can be like a ship without a rudder 
in a sea of ill-defined primary agency func- 
tions, to which it may seek to attach itself. 

In terms of the subject matter of this 
paper, application of that principle also 
means that the public welfare department 
or court, family casework agency, school 
system or settlement house should not be 
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satisfied merely to stay out of the business 
of treating the mentally ill, but should get 
into the business of systematically discover- 
ing and identifying mental illness in their 
caseloads and should see to it that proper 
psychiatric treatment is given by an agency 
which has that primary responsibility. 


APPLICATION OF THESE PRINCIPLES 


When we begin to think about the applica- 
tion of these principles, the overwhelming 
need for an integrated system of discovery 
and identification of ambulatory clinical 
treatment, of nursing home care, of hospital 
care stares us starkly and immediately in 
the face. A system integrated at the com- 
munity level as between those agencies 
whose primary role should be the discovery, 
identification, screening and referral of sus- 
pected cases of severe actual or potential 
mental illness and those agencies whose role 
should be clinical treatment, inpatient 
treatment or nursing home care; integrated 
as between the state and local levels so that 
cases will flow into the state hospitals only 
after maximum use has been made of local 
treatment resources and with the assurance 
that maximum use will be made of the hos- 
pitals to facilitate discharge. 

At this point in time we are indubitably 
a far cry from the achievement of such an 
integrated system. The historic roots and 
concepts out of which has grown the com- 
plex pattern through which we deal with 
mental illness, symptomatic evidence of dis- 
ordered behavior, emotional unbalance and 
social maladjustment practically speaking 
could not lend itself less to coherent inte- 
grated planning and administration. Even 
at this point in time, however, surely no 
harm can come from trying to stake our 
broad planning goals with such policy and 
organizational directives as seem relevant to 
their ultimate achievement. 

At the community level, it seems to us 
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that the first goal should be a clear design 
for dealing with psychotic or other cases of 
severe mental illness. In urban communi- 
ties, depending on their size, this should 
require: 


1. An outpatient clinic or clinics for adults 
and children under public or combined 
public and private auspices. Intake to this 
clinic, or these clinics, should be limited to 
ambulatory cases of such diagnosed severity 
with respect to harmful influence upon the 
individual, his family or the community as 
to require medical treatment and supervi- 
sion. The type of psychiatric team required 
to staff such a diagnostic and treatment 
clinic is well established and understood. 

This clinic or these clinics should not ac- 
cept cases in which the problem is primarily 
one of social maladjustment or symptomatic 
behavior that can or should be handled as 
well or better by adjustment agencies pri- 


marily using social casework personnel. 
The “should be” part of that phase is of 


practical importance. Social casework no 
less than psychiatric personnel is in short 
supply. But our experience makes us cer- 
tain that no good comes from a well-staffed 
psychiatric clinic’s handling general adjust- 
ment problems simply because no adjust- 
ment agencies are well equipped to do so. 
That simply compounds confusion and 
leaves the community with neither job done 
well. 


2. There should be inpatient resources in 
connection with the community's general 
hospitals. These should be used for cases 
susceptible to improvement and discharge 
under supervision after relatively short-time 
care. 

Obviously these inpatient services and 
the clinical or outpatient services ought to 
be closely integrated. This does not neces- 
sarily mean that the clinic should be set up 
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as an Outpatient department of a hospital; 
many practical circumstances must be taken 
into account in settling that issue. 


3. Psychiatric consultation and in-service 
training facilities should be provided to the 
community’s adjustment services. This 
might be provided by the psychiatric clinic 
or outpatient service. Our experience, 
however, suggests that consultation often 
leads to the development of pseudo-treat- 
ment functions. As stated earlier, clarifica- 
tion of primary community functions should 
always precede the use of consultation. 
Only then can the latter become a plus. 


4. This leaves one area of service about 
which there is now considerable confusion. 
In larger urban and suburban communities 
there is a growing demand for “consulta- 
tion,” “advice” or “counseling” about a 
great variety of personal, child-rearing and 
family problems. This stems mainly from 
families in the middle and upper economic, 
educational and social brackets. A good deal 
of this business now goes to child guidance 
clinics, some to family casework agencies. 
Much of the actual or potential demand 
undoubtedly is unmet. 

While such a flow of cases may result in 
some identification of actual or potentially 
severe mental illness, “counseling” or “‘con- 
sultation” does not require expensively or- 
ganized clinical service. The present de- 
mand for such service comes mainly from 
people who can afford to pay for it. From 
the standpoint of the assignment given to 
me in this paper, the main issue here would 
seem to be how to organize local services to 
meet this need so that they will not drain 
off tax money and skilled personnel needed 
to concentrate on the job of controlling 
and preventing the development of cases of 
severe pathology to a point requiring hos- 
pitalization. 





These three or perhaps four types of de- 
sirable community resources have been de- 
veloped primarily for urban communities. 
The chief difference in planning for rural 
counties relates to the question of how to 
provide ambulatory clinic or outpatient 
service. This raises questions of size, vol- 
ume, structure and financing, which are well 
beyond the province of this paper. 

If these be the broad goals of an inte- 
grated plan of contro] and prevention to- 
ward which to work at the community level, 
what are the corresponding goals at the 
state level? It would seem to be logical: 


That state authority and use of funds 
for all inpatient and community mental 
health programs be guided by a single over- 
all policy; that the continuity of treatment 
and care in the community, in the hospital 
and again on return to the community is 
planned to give the patient the benefit of 


the fullest possible use of all community 
. Tesources. 


That prior to admission to a state hos- 
pital, a comprehensive psychiatric and so- 
cial diagnosis of the patient be made to 
determine, where possible, the use of com- 
munity rather than mental hospital treat- 
ment and care. 


That in planning for return of hospital 
patients to the community, state-appropri- 
ated community mental health funds be as- 
signed a priority of use for continued treat- 
ment and care where needed. 


That adjustment services in public wel- 
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fare, in the judicial and schoo] system be 
used for two purposes: 1) to identify and 
properly refer cases of serious pathology; 
2) wherever appropriate, to assist in keep- 
ing the patient out of the hospital or to 
provide needed service to him after he 
leaves the hospital. 


In summary, to constructively contro] the 
need for mental hospital care requires an 
integrated plan with clearly conceived re- 
sources and functions at both the local and 
state level. Its potential contribution will 
depend in no small measure upon the de- 
gree of responsibility and clarity with which 
each unit performs its unique job. The 
alternative is confusion, overlapping func- 
tions, problems of administration and ac- 
countability—not to mention the disservice 
and frustration of which the patient be- 
comes the victim. A key result of the con- 
structive use of this mental health frame- 
work should be a far more purposeful flow 
of needs and problems to the right service 
at the right time—not too late and not too 
soon. 

Finally, there is a strategic concept which 
underlies these considerations. Only the 
Governors and their chief administrative 
aides encompass the scope and authority 
related to the majority of these problems: 
state mental institutions, outpatient serv- 
ices (state operated or subsidized), correc- 
tional and state institutions for the men- 
tally retarded, probation, parole, public 
health and public welfare and such adjust- 
ment services as the state possesses among 
its many departments concerned with health 
and welfare. 
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PSYCHOLOGICAL DISORDER 
AND CRIME 


By W. Lindesay Neustatter 
New York, Philosophical Library, 1957. 248 pp. 


Dr. Neustatter, a British psychiatrist, writes 
about psychiatric illness and crime from 
several points of view for the benefit of mag- 
istrates and other officials who are responsi- 
ble for the management of criminals. Two 
chapters deal with the role of psychiatrists 
in court and clarify some popular fallacies 
about automatic behavior, objectivity, cul- 
pability and responsibility. Differing con- 
cepts of guilt and insanity are discussed. 
Twelve chapters are devoted to systematic 
presentation of classical psychopathologic 
entities such as schizophrenia, depression, 
mental deficiency and alcoholism, including 
various treatments for these conditions. The 
author tells about his experiences with mur- 
derers, thieves and juvenile delinquents. In 
the concluding chapter he compares the 
merits and detriments of treatment with 
those of punishment. The appendix con- 
tains brief communications on problems of 
crime by three English psychiatrists. Sixty- 
three references are cited in the book. 

Dr. Neustatter believes that punishment 
—or the threat of it—deters criminal be- 
havior in those individuals who have a con- 
scious motive and expect to gain from their 
deliberate acts. Psychiatry, he feels, plays 
an important role in elucidating causes of 
crime and dealing with the “abnormal of- 
fender”—the victim of mental illness. Rec- 
ognizing that these cases are in the minority, 
Dr. Neustatter modestly admits the limita- 
tions of psychiatry. In an interesting and 
straightforward fashion he urges the reader 
to recognize that crime is a community 
problem which must be viewed from a wide 
perspective. He traces a current increase 
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in juvenile delinquency to socio-economic 
changes and the deterioration of discipline 
in the home. The author recommends a 
firm, consistent approach to concrete issues 
in the lives of juvenile offenders, plus non- 
violent punishment and psychotherapy. 

Some of the treatments mentioned in this 
book are obsolescent: chlorpromazine and 
other new drugs have largely supplanted in- 
sulin coma in the treatment of schizo- 
phrenia. Benzedrine and stilbesterol are not 
widely recognized in the treatment of psy- 
chopaths. Few American physicians would 
share Dr. Neustatter’s enthusiasm for female 
sex hormone in the treatment of sexual per- 
version. The author's discussion of group 
therapy is too brief and suffers from an 
overly personal evaluation. 

This book may be of interest to those in 
criminology who have no medical training. 
—PeTer F. Ostwap, M.D., University of 
California Medical Center. 


DYNAMICS OF PSYCHOTHERAPY, 
VOLUME II, PROCESS 


By Percival M. Symonds, Ph.D. 
New York, Grune & Stratton, 1957. 


This volume, the second of three devoted 
to the dynamics of psychotherapy, is con- 
cerned mainly with transference, resistance, 
abreaction, insight and identification. The 
volume has some merit in that it reflects a 
sincere effort to bring together in a series 
many experiences, essentially in the “eclec- 
tic” sense, borrowing unusually heavily from 
psychoanalysis. Attempts to include other 
ideologies did not impress the reviewer as 
particularly helpful or clarifying. Some 
things discussed seemed very oversimplified 
while some preserve a great deal of sophisti- 
cation. 





The view that the principal dynamic 
agent in psychotherapy is abreaction may 
leave some psychotherapists concerned, espe- 
cially those experienced in the persistent use 
of such processes as free association and non- 
authoritative participation, which enable 
two processes to appear in the patient, 
namely remembering and reliving—perhaps 
the more significant dynamics of therapy. 
Reliving is not the same thing as abreaction, 
and perhaps there is more difference in 
formulation here than a semantic one. All 
this in successful cases means something 
more than a mere verbal autobiographical 
reconstruction and/or abreaction. The ob- 
servation that there results a certain inner 
conviction and realignment of values which 
are potent for constructive change cannot 
be minimized. The author agrees that abre- 
action in itself does not lead to full thera- 
peutic gain unless it is accompanied by an 
inner realization of forces, which he dis- 
cusses as insight. 

The comparison of therapist and teacher 
in the use of transference is of some inter- 
est—a timely subject worth considerable re- 
flection and formulation. 

Certainly the volume brings together im- 
portant issues of process. The reader may 
have considerable difficulty, however, in dif- 
ferentiating the oversimplified from that 
which betrays a great deal of sophistication; 
the novice as well as the experienced may 
find himself somewhat unhappy.—ELvin V. 
SemMrRAD, M.D., Massachusetts Mental Health 
Center. 


MODERN ISSUES IN GUIDANCE 

By Ruth Barry and Beverly Wolf 

New York, Teachers College, 1957. 234 pp. 
Mental health receives considerable atten- 


tion in Barry and Wolf’s recent book on 
guidance. The ideas of guidance-personnel 
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work, they maintain, “were part of the hu- 
manitarian spirit reflected in the efforts of 
Clifford Beers and Adolf Meyer to foster the 
study of mental hygiene and to improve the 
care of the mentally ill.” 

Discussing current issues they say: “Many 
of the groups interested in psychology, men- 
tal health, juvenile delinquency and psycho- 
logical counseling are urging guidance- 
personnel workers to give greater attention 
to the psychological problems of students.” 
—W. Carson Ryan, Chapel Hill. 


INSIGHT: A STUDY 
OF HUMAN UNDERSTANDING 


By Bernard J. F. Lonergan, S.]. 
New York, Philosophical Library, 1957. 785 pp. 


This profAifhd scholarly book by a professor 
of dogmatic theology at the Gregorian Uni- 
versity in Rome aims to convey an insight 
into insight and oversight, an understanding 
of human understanding, a knowledge of 
knowledge and hopes to arrive at a clear and 
distinct idea of clear and distinct ideas. It 
is a study of human understanding, it un- 
folds the philosophic implication of under- 
standing, and it is a campaign against the 
flight from understanding. All of which 
goes to show that the work is of a highly 
philosophic nature. 

The author draws upon the thoughts of 
the philosophia perennis and of “the no less 
perennial counter-philosophies,” but also 
upon the theories of contemporary mathe- 
matics and physics, statistical methods, and 
psychological and sociological research. In 
fact, his aim is to restate a large area of 
scholastic metaphysics in modern terms. 

In so doing, Fr. Lonergan discusses not 
only the philosophical concepts of being, 
truth, analogy, freedom of will, transcend- 
ence, God and ethical concepts, but also 
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such mathematical, statistical and physical 
concepts as differential equation, invariance, 
positive integers, correlation, probability, 
indeterminacy, isomorphism, verification, 
relativity. He examines the ideas of New- 
ton, Galileo, Darwin, Euclid, Einstein, 
Heisenberg, Aristotle, Plato, St. Augustine, 
Descartes, Kant, St. Thomas, Scotus, Kierke- 
gaard, Freud, Jung and several others. 

The structure of the book is very logical 
and very orderly, almost painstakingly so. 
In discussing a topic, the author enumerates 
point after point in this fashion: first, sec- 
ondly, thirdly . . . sometimes as high as 
“tenthly.” Although this orderly manner of 
treating the subject may sometimes seem a 
trifle monotonous, it certainly makes for 
clarity. The clarity is further enhanced by 
the fact that the author generally gives a 
preview of what he is going to discuss and 
ends the discussion with a summary. 

After exploring practically every facet of 
human understanding, the author reaches 
the boundary where understanding ends 
and the search for faith begins. The fol- 
lowing words which, at the end of the book, 
are addressed to the long-suffering reader 
summarize the work: “If I have written as a 
humanist, as one dominated by the desire 
not only to understand but also, through 
understanding, to reach a grasp of the main 
lines of all there is to be understood, still 
the very shape of things as they are has com- 
pelled me to end with a question at once 
too basic and too detailed to admit a brief 
answer. The self-appropriation of one’s 
own intellectual and rational self-conscious- 
ness begins as cognitional theory, expands 
into a metaphysics and an ethics, mounts 
to a conception and affirmation of God, only 
to be confronted with a problem of evil that 
demands the transformation of self-reliant 
intelligence into an intellectus quaerens 
fidem.” 

What practical good can come of this 
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book?—the author himself asks. His answer 
is that insight is the source not only of 
theoretical knowledge, but also of its prac- 
tical applications, and that oversight is the 
cause of unintelligent, impractical and blun- 
dering behavior, and that therefore “insight 
into both insight and oversight is the very 
key to practicality.” 

The present reviewer regards this book 
as a truly outstanding, albeit difficult, work, 
but he confesses that after struggling 
through these 800 pages on understanding 
he feels not quite able to understand the 
enigmatic figure on the jacket of the book 
which looks like a child’s finger-painting.— 
FR. JAMES VAN DER VELDT, O.F.M., Catholic 
University of America. 


SUGGESTIVE THERAPEUTICS; 
A TREATISE ON THE 
NATURE AND USES OF HYPNOTISM 


By H. Bernheim 


Westport, Conn., Associated Booksellers, 1957. 420 
bp. 


“No: hypnotic sleep is not a pathologic 
sleep. The hypnotic condition is not a 
neurosis analogous to hysteria.” After this 
prefatory caution, obviously directed to his 
more gullible colleagues at the Salpetriere 
and elsewhere, Bernheim, in this truly re- 
markable revision of his earlier (1884) work, 
discusses the techniques, phenomena, s0- 
matic influences and limitations (“hypno- 
tism cannot replace chloroform’’), historical 
evolution, therapeutic usefulness and moral 
and cultural implications of hypnotism. 
And all this is presented with such clarity of 
thought, medical discernment and deep in- 
sight into the human condition and its vari- 
ous transferential aspects (“it’s a wise hypno- 
tist that knows who is hypnotizing whom”) 
that the reader cannot help but regret that 





so many modern practitioners in the field 
have neglected the wisdoms of Bernheim 
and Lebault available to them for seventy 
years. It is to be hoped that the re-publica- 
tion of this work in an excellent English 
translation will make this neglect inexcus- 
able.—]JuLEs H. MAssERMAN, M.D., Chicago. 


ROLE RELATIONS IN THE 
MENTAL HEALTH PROFESSIONS 


By Alvin Zander, Arthur R. Cohen 
and Ezra Stotland 
Ann Arbor, Research Center for Group Dynamics, 


Institute for Social Research, University of Michi- 
gan, 1957. 211 pp. 


This book is an interesting new approach 
to an old problem. From the beginning of 
team collaboration in the earliest com- 
munity psychiatric clinics for children our 
development has been marked by recurrent 
crises in the relationships of the affiliated 
professions. Initially it was assumed that 
most problems would arise because of the 
different language used for professional 
communications: as well as the different 
points of view. It would seem that the more 
people in different professions became de- 
pendent upon each other’s effort, the more 
prone to distortion collaborative efforts 
were likely to be. Prestige strivings and 
problems of power distribution became an 
identifying feature of the “clinical team.” 

As mentioned by the authors, the postwar 
period was marked by a tremendous expan- 
sion in the use of the clinical team. During 
this period, the authors tell us, some 50 
articles were published about the scope of 
role and the difficulties which affect collab- 
oration. 

Recognizing the mounting importance of 
the collaborative problem, the authors, who 
are associated with the Research Center for 
Group Dynamics of the Institute for Social 
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Research of the University of Michigan, be- 
gan a refreshing new approach to the study 
of the problem. The research design fol- 
lowed the general lines of attitude and 
opinion studies. The questions asked in 
the study reflect a very high level of skill. 
The precise findings of the study are too 
many and varied to be reviewed in detail. 
It can be said, however, that the authors 
have contributed statistical validation to 
many generally held opinions in the clinical 
field and have brought to light many aspects 
of the problem. 

The research design established rating 
scales by which it was possible to quantify 
attitudes of each of the professions toward 
the other. Data were obtained which de- 
scribed favorable and unfavorable attitudes 
for collaboration. As might have been 
imagined, the center of power in the clinic 
team was generally perceived as the psychi- 
atrist. Detailed studies were made of many 
different combinations of relationship as a 
way of establishing a general profile of the 
combinations favorable and unfavorable to 
collaboration. 

This book is recommended reading for all 
psychologists, psychiatrists and social work- 
ers. The pattern of study would be equally 
applicable to the collaboration of profes- 
sions in a hospital. The sole criticism of 
the reviewer is that the authors failed to 
study attitudes within a single institution 
and contrast these with those of the entire 
group.—Joun A. Rose, M.D., Philadelphia 
Child Guidance Clinic. 


PROBLEMS OF 

HUMAN ADJUSTMENT 

By Lynde C. Steckle, Ph.D. 

New York, Harper & Brothers, 1957. 419 pp. 
This is a most readable and knowledgeable 
book. Those adults, professional and non- 
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professional, who are interested in the sub- 
ject of the nature of human beings, healthy 
and non-healthy interpersonal relationships 
and adjustments to environmental situa- 
tions will be amply rewarded by the views 
of the author. It is not a textbook of psy- 
chiatry, but it is a textbook for effective and 
productive everyday mental health living. 

Dr. Steckle’s style is agreeable in that he 
appears to be speaking with you in the 
same room. He writes his opinions bluntly 
and plainly. To lay the book down at bed- 
time is a real chore. The quotations from 
the world’s literature heading up each chap- 
ter are pertinent and thought-provoking. 
The cartoons and the case illustrations add 
much point to his remarks. The author has 
had a rich experience in both the academic 
and industrial psychologic areas. This 
qualifies him for the task at hand. 

Following a brief but excellent introduc- 
tion he takes us through the following chap- 
ters: Man the Animal, Emotional Living, 
Mind—Body, Realistic Living, The Road to 
Neurosis, The Main Problems of Life, San- 
ity in Sex, Courtship and Marriage, Happi- 
ness in Work, The Search for God, Matur- 
ity in Old Age, and A Realistic Outlook on 
Life. 

He explains artfully the functions of the 
old and the new brain, the emotional needs 
of the caveman and the threats to his ex- 
istence. He then compares them to our 
needs and the threats to our existence in 
our culture. For us to live together in 
groups, he stresses the constant necessity 
for us human beings to suppress the ever 
insistent I-ness in all of us and to develop 
a high degree of you-ness. One chapter 
touches on the close coordination of mind 
and body and reviews the major psycho- 
somatic disorders. 

In “The Road to Neurosis” he remarks 
on the necessity of the child’s learning in- 


dependence at an early age and becoming’ 
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objective in his handling of life’s problems. 
He describes the various neuroses in under- 
standable lay language. 

He presents the main problems of life as 
revolving around sex, marriage, religion, 
vocation and old age. As he says, “From 
these, we have no escape.” He draws 
heavily on contemporary psychology, psy- 
chiatry, sociology, anthropology, religion 
and general literature. Dunlop’s ten ques- 
tions on prediction of marital behavior are 
presented. Eight of these background fac- 
tors are determined by the adult’s early ex- 
periences in his home. Time and time 
again throughout the book the author 
stresses the importance of early childhood 
training. He also mentions the dominant 
role played by intelligence, rationality, ob- 
jectivity and understanding for healthy 
adult adjustment. 

The chapter on happiness in work deals 
mostly with proper job selection, suitable 
work goals, developing healthy habits of 
work and effective personality traits. He is 
critical of the role of the school and the 
community in preparing our youth for busi- 
ness and professional careers. He quotes 
Tolstoi as saying that ““Man’s happiness lies 
in Life, and Life lies in labor.” I wish the 
author had spent more time in discussing 
the problems of adjustment on the job. As 
we say, there are three factors in job mal- 
adjustment: (1) the employee himself, (2) 
the employee’s reaction to his environ- 
ment, and (3) the supervisor himself. Off- 
the-job problems spill over into the job and 
affect the employee’s functioning and pro- 
ductive capacity. The reverse is true too. 

The chapter on the search for God allows 
Dr. Steckle to delineate his own views on 
where the church has fallen down in help- 
ing human beings to adjust to today’s prob- 
lems. Standing pat with dogmatisms of the 
past, and insisting on dealing with what 
people should be, is missing the mark. 





Man should be accepted for what he is, 
and the church should proceed from that 
point. The chapter is stimulating, though 
there may be those who will disagree. 

The suggestions for a richer older life 
should help all of us. 

His final chapter contains nine principles 
for balanced living and an ethical code for 
living. 

The book is a fine addition to the library 
of presentations surrounding the problem 
of how to live effectively and happily.— 
RautpH T. Couuins, M.D., Eastman Kodak 
Company, Rochester, N. Y. 


REFLECTIONS ON HANGING 


By Arthur Koestler 
New York, Macmillan Co., 1957. 231 pp. 


During the civil war in Spain, Arthur 
Koestler spent three months under sentence 
of death as a suspected spy, witnessing the 
execution of fellow prisoners and having 
every reason to expect his own. Writing 
this book in England twenty years later, he 
says in the preface, “These three months 
left me with a vested interest in capital 
punishment—rather like ‘half-hanged 
Smith,’ who was cut down after fifteen min- 
utes and lived on. Each time a man’s or a 
woman's neck is broken in this peaceful 
country, memory starts to fester like a badly 
healed wound.” 

The feeling with which he has written is 
deep feeling, not superficial sentimentality; 
although he has put his “heart and spleen” 
into the book, he has documented his argu- 
ments painstakingly from 17th and 18th 
century records, parliamentary debates from 
1808 to the present, the monumental report 
of the Royal Commission on Capital Punish- 
ment of 1948-53, and the reports of the 
Parliamentary Select Committees and Royal 
Commissions of 1819, 1866 and 1929-30. 
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Reflections on Hanging is, in short, not only 
a stirring and persuasive book but a solid 
one, written by a man with an established 
reputation as an author. 

Koestler knows well how to let the 
scratchy quills of 18th and 19th century 
scribes speak more eloquently in support 
of his arguments than even his “incandes- 
cent pen” can write. Accounts of the days 
of the “Bloody Code,” from about 1800 to 
Queen Victoria’s ascent to the throne in 
1837, have a horrible timelessness that will 
make them quotable whenever and where- 
ever a parliament or a legislature debates 
the death penalty. 

Under the “Bloody Code” there were 
more than 220 capital offenses, and the list 
included the most trivial offenses. “Hang- 
ing days” were the equivalent of national 
holidays. Obscene and drunken crowds 
gathered around the gallows, and indulged 
in “outbursts of a collective madness.” In 
1807 a crowd of 40,000 became so crazed 
at an execution that nearly a hundred dead 
and dying were lying in the street when 
the show was over. 

In 1801 a boy of 13 was publicly hanged 
for stealing a spoon; in 1808 a girl aged 
7 and in 1831 a boy of 9 were hanged pub- 
licly, one assumes because of “the infinite 
danger of its going abroad into the world 
that a Child might commit such a crime 
with impunity.” This quotation is from 
the reasons given by a judge in 1800 for re- 
fusing commutation of sentence to a boy of 
10 sentenced to death for “secreting notes” 
at the Chelmsford Post Office. 

There is no lack of contemporary ma- 
terial in the book: discussions of recent 
capital cases, thoughtful comments on the 
report of the 1949-53 Royal Commission, a 
summary of the experience of foreign coun- 
tries and American states that have abol- 
ished the death penalty, and a brief note 
on each of the 85 men and women executed 
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in England, Scotland and Wales during the 
5-year period 1949-53, with general conclu- 
sions on the cases as a whole. 

The afterword by Sydney Silverman, 
M.P., traces the history of previous attempts 
to abolish the death penalty or to declare 
a 5-year moratorium, the passage in 1956 
by the House of Commons of the abolition 
bill which Silverman introduced, its final 
defeat by the House of Lords, and the sub- 
sequent passage of the government’s com- 
promise bill. 

To the readers of this journal the chapter 
on the M’Naghten Rules, which Koestler 
calls “the precedent without precedent,” 
will prove particularly interesting, as will 
the notes and conclusions on the 85 exe- 
cuted persons referred to above. 

The following illuminating statistics are 
included in the conclusions: “The total 


number of murderers known to or suspected 
by the police in 1949-53 (England and 


Wales only) was 554. Of these, 186, i.e., 
34% of the total, committed suicide. A 
further 149 were found insane on arraign- 
ment, unfit to plead, guilty but insane, or 
certified insane after conviction, accounting 
for another 28%. Among those who were 
actually executed, about 50% had a psychi- 
atric history of one kind or another.” The 
notes on the Rivett case in 1950 (pages 
183-84) should cause many a raised eye- 
brow among American psychiatrists. 

A Conservative M.P. who recently visited 
America expressed the opinion to this re- 
viewer that capital punishment will be 
abolished in England within three years. 
If that happens, no person and no book in 
this generation will have played a more 
powerful role in bringing about this action, 
of deep significance for the whole world 
and especially for the United States, than 
Arthur Koestler and his Reflections on 
Hanging.—Austin MacCormick, University 
of California School of Criminology. 
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EPILEPSY, GRAND MAL, 
PETIT MAL CONVULSIONS 


By Letitia Fairfield 
New York, Philosophical Library, 1957. 159 pp. 


In a small book of 159 pages the author, a 
British physician, has summarized present- 
day knowledge of the medical and social 
aspects of epilepsy in a clear, concise and 
very useful fashion. Beginning with a short 
historical account of the disorder Dr. Fair- 
field goes on to give a description of the 
different types of attacks, considers differ- 
ential diagnosis and points up the value of 
such diagnostic tools as the electroencephal- 
ograph. 

There is a brief but very lucid account 
of the possible causes of epilepsy. The sec- 
ond chapter is devoted to treatment. The 
value of drug therapy is emphasized and 
there is a description of the various anti- 
convulsant agents. The value and limita- 
tions of surgery are indicated and there are 
some comments on the place of diet in the 
treatment of epilepsy. 

Considerable space is devoted to the prac- 
tical management of the epileptic child and 
it is here that the experience and good 
common sense of the author are most evi- 
dent. The many problems of the child 
with seizures in the home and in school are 
discussed in detail and suggestions are made 
as to their solution. The remainder of the 
book deals with the adult epileptic and his 
many social and psychological problems. 
There is an appendix which includes a list 
of questions most commonly asked by pa- 
tients developing epileptic symptoms and 
the author’s answers to these questions. 

This admirable little book offers a great 
deal of useful information about epilepsy, 
and the author has skilfully avoided making 
the subject matter either too grim or too 
technical. Some parts of the book con- 





cerned with colonies for epileptics, social 
agencies and the law in Great Britain are 
of no particular value to the American 
reader but they do indicate how one coun- 
try is attempting to handle a difficult prob- 
lem. There is a minor error as to the date 
of the first use of tridione in petit mal but 
this does not detract from an otherwise ex- 
cellent chapter on treatment. 

This book compares very favorably with 
the other two texts available for the gen- 
eral public in this country. Physicians, par- 
ticularly pediatricians, and social workers 
will find it an informative book not only for 
themselves but also for their patients.— 
Swney Carter, M.D., Presbyterian Hos- 
pital, New York City. 


CLUES TO SUICIDE 


By Edwin S. Shneidman, Ph.D., 
and Norman L. Barberow, eds. 


New York, McGraw-Hill Book Co., 1957. 227 pp. 


This research study is only a beginning of 
a long-range study but is, nonetheless, an 
important contribution to a neglected area. 
(It reveals, for example, that about 16,000 
people take their own lives each year, a 
number greater than that of those mur- 
dered.) A group of investigators and clini- 
cians have collaborated to produce a study 
of suicide with a wide scope. Included are 
theoretical and experimental considerations 
as well as the various clinical problems that 
challenge the psychiatrist in outpatient and 
hospital treatment of patients of all ages, 
from children to the aged. The material 
consists of psychiatric case histories, psy- 
chologic test results and suicide notes, cov- 
ering a 10-year period in Los Angeles 
County. 

The authors searched in their data for 
hints that might lead to the clinical suspi- 
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cion and prevention of a suicidal act. The 
interim findings of Dr. Shneidman and Dr. 
Barberow point up that three-fourths of the 
subjects who committed suicide had previ- 
ously threatened or attempted to take their 
own lives. Obviously, the “next suicidal 
gesture may be the final one.” Of special 
caution to the clinician is that “almost half 
of the individuals who committed suicide | 
did so withia three months of having passed ° 
an emotional crisis and after they seemed 
to be on the way to recovery.” 

Although some 721 suicidal notes were 
studied, from 1944 to 1953, only 15% of the 
suicides in Los Angeles County left notes. 
Nonetheless, the findings suggest that “the 
person about to take his own life includes 
orders and admonitions, as though he had 
reached a final decision in solving his prob- 
lems but is confused and contradictory 
about whether he will continue to be 
around.” Also, it is suggested “that the 
person who threatens suicide seems to be 
more emotionally disturbed than the per- 
son who attempts suicide” on the basis of 
comparisons of available psychologic tests 
administered by various psychologists. Cer- - 
tainly more data and further evaluation 
will be forthcoming. 

Considerations as to the theory and psy- 
chology of suicide, the sociology of suicide, 
the approach of the law to the problem, 
and many aspects of management and ther- 
apy are included. All the contributors 
write well, make their points with restraint; 
while one may take issue here and there, 
the content is stimulating, thought-provok- 
ing, valuable and extremely interesting. 

It is a sad fact that doctors do not, on the 
whole, seem to feel the same deep concern 
for suicide as for medical and surgical fatal- 
ities. Depressive reactions may be masked 
in physical symptoms and often are a diag- 
nostic problem. This book underlines the 
obvious reminder to diagnose carefully, 
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treat effectively and follow up after all 
seems well, especially where suicide was a 
threat, preoccupation or an attempt. 

Clues to Suicide is a significant contribu- 
tion, and there will be more from these 
workers. Psychiatrists and those in allied 
disciplines should be thoroughly acquainted 
with this book. I cannot say better than 
Karl Menninger does in his foreword, “For 
those devoted to the diminution of that 
misery as a professional responsibility, this 
book is an assurance and a help.”—JosEPH 
D. Teicuer, M.D., Child Guidance Clinic 
of Los Angeles. 


GROWTH, TEACHING, 
AND LEARNING 


By H. H. Remmers, Harry N. Rivlin, 
David G. Ryans and Einar R. Ryden, eds. 


New York, Harper & Brothers, 1957. 557 pp. 


This is a book of selected readings of 66 
previously published articles dealing with 
child development, emotional development 
and mental hygiene, and measurement and 
research in educational psychology. 

The first part of the book, entitled “The 
Growing Child,” includes 26 short articles 
on a variety of subjects dealing with respon- 
sibility of children, the psychology of ado- 
lescence, measurement of mental systems, 
readiness for learning and a number of 
articles on learning, retardation, curriculum 
and role playing. Part II includes articles 
on emotional development and mental hy- 
giene. In this section a diverse group of 
articles reported on attitudes of teachers, 
laboratory type experiments, clinical ap- 
proaches, emotional reactions of individuals 
of different ages, and studies of motivation. 
Part III includes selected articles on meas- 
urement, testing of aptitudes, abilities, atti- 
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tudes, personality and interests, and the 
procedures in some types of research. 

The purpose of this book, according to 
the authors, is to supply the student with 
a variety of well-selected journal articles 
from various sources, which cannot all be 
found expediently in an average library. It 
was believed by the authors that consistency 
of point of view, style or approach is not 
necessary, and that such an array of different 
articles will assist the student in learning 
how to think rather than what to think. 

The articles seem to be well selected. As 
a whole, they present a variety of points of 
view. There is, however, little integration 
of the articles into some guiding unified 
point of view. The authors attempted to 
select adequate articles that could stand on 
their own when read in isolation but made 
no attempt to integrate the isolated facts 
and points of view. The book suffers from 
the lack of integration more than the usual 
book of readings on a specific topic. This 
is inevitable in the field of educational psy- 
chology since the discipline itself covers 
eclectically any and all areas of human be- 
havior without reference to any overall 
theory or model.—SaMuEL D. Kirk, Insti- 
tute for Research on Exceptional Children, 
University of Illinois. 


HOSPITAL TREATMENT 
OF ALCOHOLISM 


By Robert S. Wallerstein, M.D. 
and associates 


New York, Basic Books, 1957. 212 pp. 


This volume is a Menninger Clinic mono- 
graph presenting in six clearly written and 
concisely composed chapters the experi- 
mental data arising from literature review, 
patient selection, therapeutic methods and 
discussion evaluation of four treatment 





methods in the management of alcoholism. 

The experimental design was well con- 
ceived and methodically followed. ‘There 
is an exhaustive bibliography which intro- 
duces the therapeutic methods. In addi- 
tion, much emphasis is wisely placed on 
patient type and selection, personality struc- 
ture and behavioral patterns. 

The chapter on antabuse treatment writ- 
ten by Dr. G. M. Winship depicts a 2-year 
experiment with 47 male patients. This 
therapeutic group, though 50% improved, 
failed to bear out the major initial hypothe- 
sis that the patients selected would permit 
their exploitation by psychotherapeutic 
methods while participating in the experi- 
ment. The section shows, with examples 


and case studies, the type of reactions 
checked from the group with implied defini- 
tion of alcoholism as a symptom, and anta- 
buse as a device for creating periods of 
sobriety and perhaps in some patients an 


amenability for psychotherapy. 

The chapter on conditional-reflex treat- 
ment by Dr. Donald W. Hammersley fol- 
lows the rather classical pattern of a study 
of the conditional experimental subject. 
Only 24% of the group showed any im- 
provement and in general depicted a poor 
treatment group. 

Group hypnotherapy is presented by Dr. 
B. Friend. The method is traced through 
the literature and presented with seven 
basic groups of suggestions used in varying 
combinations. This chapter presents ex- 
cellent case studies and further exemplifies 
the carefully executed study and refined re- 
search technique of the author. 

Dr. Ellis A. Perlowicz’s presentation of 
milieu therapy is within the basic definition 
of the control group with clear elements of 
all the aspects of hospitalization without 
specific or directive manipulation or ther- 
apy. Here again the case studies most 
clearly depict the experimental process, the 
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results and clues as to the therapeutic 
method. 

Each chapter’s bibliography is a valuable 
resource for further reading and study of 
this challenging subject, alcoholic addic- 
tion. The book’s emphasis on hospital 
management is well taken. The author's 
admission of relationship of specific person- 
ality to therapeutic method selected is in- 
deed an initial and positive contribution of 
the experimental study.—Murray A. Dta- 
monD, M.D., U. S. Department of Health, 
Education and Welfare. 


ALCOHOLISM, BASIC ASPECTS 
AND TREATMENT 


By Harold E. Himwich, ed. 


Washington, American Association for the Advance- 
ment of Science, 1957. 220 pp. 


Dr. Harold E. Himwich is more than the 
editor of this volume. He was the moving 
force in shaping the symposium held under 
the auspices of the American Association 
for the Development of Science and the 
catalyst in the action of the American Psy- 
chiatric Association and the American Phys- 
iological Society which produced the papers 
now included in this important contribu- 
tion. The marriage of the APA and APS 
was a fortuitous one. It brought together 
“relatives” many of whom had such dis- 
parate interests that they viewed one an- 
other with varying degrees of apprehension 
and occasionally hostility. In the atmos- 
phere of the Atlanta symposium, however, 
they were capable of discussing their differ- 
ences with insight, intelligence and even 
compassion. 

Their discussions were of two broad or- 
ders: theoretical ones concerning the inter- 
actions between alcohol and the living 
organism and practical or applied ones in- 
volving the treatment of the disease-complex 
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called alcoholism which, in the absence of 
much needed research, continues to remain 
largely empirical and directed at symptoms 
rather than underlying causes. 

The contributors to the first or investiga- 
tive part of this monograph include a num- 
ber of well-known biochemists, physiolo- 
gists, experimental neurologists and applied 
biologists. The contributors to the clinical 
section are equally broad-spectrumed—in- 
cluding internists, neurologists, psychiatrists 
with both psychodynamic as well as psycho- 
pharmacologic orientations. 

Among the biochemists, Westerfeld and 
his group discuss the breakdown of alcohol 
in the mammalian body, Forbes and his 
group the effect of vitamin intake on ad- 
renal cholesterol in rats following acute in- 
toxication, These and related papers by 
the biochemists are sure to be well known 
to those who have followed their work over 
the years. 

Curt Richter, in a continuation of his 
behavioral studies on rats, reports on the 
loss of appetite for alcohol and alcoholic 
beverages after treatment with thyroid 
preparations. In the area of psychophysio- 
logic effects, Robert Grenell discusses the 
impact of the alcohol on the central nervous 
system and W. Horsley Gantt the effects on 
autonomic (sexual, secretory, cardiac) and 
somatic responses. 

The treatment section of this symposium 
consists of reports on acute alcoholic poison- 
ing, delirium tremens and the so-called 
tranquilizers. Interestingly enough, the 
psychodynamic point of view, though repre- 
sented, is not adequately presented in the 
opinion of this reviewer. . 

For those unfamiliar with current re- 
search, methods of treatment and more doc- 
trinaire orientations on alcoholism, this 
symposium will be a useful accession.— 
Josep Hirsn, Albert Einstein College of 
Medicine. 
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A METHODOLOGICAL, PSYCHIATRIC 
AND STATISTICAL STUDY OF A 
LARGE SWEDISH RURAL 
POPULATION 


Acta Psychiatrica et Neurologica Scandi- 
navica Supplement 89 


By T. Larsson and T. Sjégren 
Copenhagen, E.' Munksgaard, 1954. 250 pp. 


MORBUS ALZHEIMER AND MORBUS 
PICK: A GENETIC, CLINICAL AND 
PATHOANATOMICAL STUDY 


Acta Psychiatrica et Neurologica Scandi- 
navica Supplement 82 


By T. Sjogren, H. Sjogren and A. Lindgren 
Copenhagen, E. Munksgaard, 1952. 152 pp. 


OLIGOPHRENIA IN COMBINATION 
WITH CONGENITAL ICHTHYOSIS 
AND SPASTIC DISORDERS: A 
CLINICAL AND GENETIC STUDY 


Acta Psychiatrica et Neurologica Scandi- 
navica Supplement 113 


By T. Sjogren and T. Larsson 
Copenhagen, E. Munksgaard, 1957. 112 pp. 


Although these three Caroline Institute 
(Stockholm) monographs differ in their sub- 
ject matter, they have been reviewed to- 
gether as outstanding examples of thorough 
and well-balanced population studies in the 
field of mental health. Combining modern 
techniques of genetic and demographic 
analysis with careful diagnostic procedures 
from clinical and pathological points of 
view, these investigations set admirable 
standards for similar work in other coun- 
tries. 











The first of these studies, the largest of 
the three and the broadest in scope, repre- 
sents an investigation of the prevalence of 
mental disorder in the general population. 
Its aims are “to study the age of onset and 
mortality for the various diseases, to calcu- 
late the morbidity risks for different diag- 
noses in the general population and to assess 
the need for institutional care.” A second 
part of the study, to follow, will “investi- 
gate the pedigrees of affected individuals 
and determine the morbidity risks for dif- 
ferent diagnoses in various categories of 
relatives of the diseased persons” to obtain 
basic data for reevaluating the genetic as- 
pects of mental disorders. 

Population studies of this kind are beset 
with many potential pitfalls, most of which 
have been avoided by the authors. They 
seem to have realized that with the descrip- 
tive science of demography and the biologi- 
cal discipline of human genetics meeting in 
the study of the dynamics and variable 
stratifications of human populations, the 
changing composition of these groups and 
their various modes of interaction with 
physical and social surroundings depend on 
determining genetic principles. Inmarriage 
and assortative mating patterns, formation 
and breakup of genetic isolates, migration, 
genetic drift and the effects of mutation and 
selection are to be considered in such a pop- 
ulation study, to avoid the risk of forming 
misleading opinions as to basic causes. 
Whether a population consists of all in- 
habitants of an island, a province or a 
neighborhood or of persons sharing a severe 
form of deprivation such as the deaf, demo- 
graphic surveys of mental illness and mental 
deficiency may cast light on the determi- 
nants of disordered behavior patterns and 
the intricate interaction of genetic and non- 
genetic components, but only if they utilize 
advanced techniques in both genetics and 


demography. 
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The relative stability and homogeneity 
of the Swedish population and the detailed 
records available in that country favor the 
conduct of psychiatric family and popula- 
tion studies. In this “period investigation” 
of an area deemed to be typical of all 
Swedish people, the population studied 
consists of the inhabitants of two large and 
several small islands (designated A:bo and 
B:bo) located near the west coast of the 
Swedish mainland. It comprises altogether 
about 25,000 persons with 1,312 cases of 
psychosis, severe psychopathy, low-grade 
oligophrenia and suicide, registered within 
a period of 45 years (1900-44). 

Of the elaborate census data obtained, 
only the first part was presented by the in- 
vestigators in 1954. The published account 
includes a discussion of the methodology; 
evidence for the homogeneity and represent- 
ativeness of the population investigated; 
clinical and statistical data on psychiatric 
disorders as obtained from official records 
of registration; estimates of the various mor- 
bidity risk figures for the general popula- 
tion, and comparative parental consanguin- 
ity statistics. The second part will deal with 
an analysis of morbidity rates for siblings 
and parents of psychotic, psychopathic and 
mentally defective index cases. The statisti- 
cal methods used in compiling morbidity 
risk data are clearly described and should 
be studied by every demographic worker. 

Of the 763 psychotic individuals whose 
clinical histories have been included in this 
report, 34.2% are classified as schizophrenic; 
18.1% as manic-depressive; 33% as senile, 
presenile or otherwise psychotic, and 14.7% 
as undiagnosed. The total group of psy- 
choses is distinguished by an excess of fe- 
males (54.7%) as well as of cases falling into 
the categories of both schizophrenia and 
low-grade deficiency (10%). The general 
mean risk figure for schizophrenia is 1.6% 
for each sex; for manic-depressive psychosis 
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.9% for men and 1.2% for women, and for 
involutional (presenile) psychosis .7% and 
1.0% respectively. The total suicide risk is 
estimated at 2.67% for men and .57% for 
women. The rates for psychopathic per- 
sonality are extremely low (.35% for men, 
.2% for women). 

The series of 320 cases classified as low- 
grade deficiency (below IQ 55) reveals an 
excess of males (62.2%); general risk figures 
of 1% (male) and .75% (femalé), and a 
statistically significant increase from 2.6% 
(native population) to 4.3% (matings be- 
tween first cousins) in the parental con- 
sanguinity rate. The last figure rises to 
8.2% if matings between “second cousins” 
are included. The corresponding figures 
for the parents of schizophrenics are 3.7% 
and 5.1% respectively. 

The tables indicating mean ages of onset 
and first hospitalization provide data usu- 


ally difficult to obtain. In the schizophrenia 
group the mean age at onset is lower for 
men (28.0 years) than for women (31.8 
years), while the order is reversed in manic- 
depressive psychosis (42.4 and 40.4 years 


respectively). The corresponding figures 
for the subgroups of schizophrenia vary 
from 23 years for hebephrenics to 35 years 
for catatonics and to 46 years for paranoid 
cases. The mean difference between onset 
and hospitalization is four to five years. 
The high caliber of this study is illus- 
trated by the expert manner in which the 
possible roles of gene linkage, isolate effect 
and assortative mating patterns are dis- 
cussed with respect to the concurrence of 
psychosis and oligophrenia. The relation 
of selective migration to variations in mor- 
bidity risks in different areas and age 
groups is also more carefully considered 
than is usual in epidemiological studies. 
On the basis of the carefully estimated 
total number of mentally disordered per- 
sons in Sweden, the authors close with the 
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prediction that the need for psychiatric care 
will show a 1% annual increase in the 
period 1945-65. Although the validity of 
this estimate is limited to a rural population 
receiving psychiatric services of the kind 
characteristic of the period covered by this 
investigation, similarly thorough studies in 
other countries are necessary as a sound 
basis for mental health planning. 


The second monograph reviewed here pre- 
sents the findings of an equally painstaking 
investigation of two special types of pre- 
senile psychosis—Alzheimer’s and Pick’s dis- 
ease. The 80 index cases of either variety, 
22 men and 58 women, were collected from 
mental hospitals in Stockholm and Gothen- 
berg over a 15-year period and largely veri- 
fied by autopsy. 

According to T. Sjégren’s analysis of the 
family data, uo definitive statement can be 
made regarding the given modes of inherit- 
ance. However, the hypothesis of a domi- 
nant gene altered in its expression by modi- 
fiers is considered more plausible in Pick’s 
disease, and of a polygenic mode of inherit- 
ance in Alzheimer’s disease. The morbidity 
rates for parents and sibs are higher in Pick 
(19.0 and 6.8%) than in Alzheimer families 
(10.0 and 3.8%). The theory of partial or 
complete sex-linkage is regarded as unsub- 
stantiated, despite the observed excess of 
female patients. 

Although the report includes detailed 
clinical and histopathological descriptions 
(with extensive macro—and microphoto- 
graphic material) by H. Sjégren and A. 
Lindgren respectively, the incidence of the 
two syndromes studied appears unusually 
high. It amounts to approximately 10% of 
all presenile and senile psychoses, and repre- 
sents an 0.1% morbidity risk for the total 
Swedish population. In view of the po- 
tential significance of these specific types of 
presenile brain atrophy for an understand- 





ing of ordinary aging processes, their rela- 
tively high frequency in Sweden indicates 
the need for further genetic studies based 
on statistically representative and clinically 
uniform samples. 


The third monograph deals with a rare 
syndrome, in which low-grade mental de- 
ficiency is associated with spastic paresis 
and a specific dermatosis. The clinical, 
genealogical and genetic-statistical parts of 
this study were conducted with so much 
determined thoroughness that the results 
constitute an impressive and often fascinat- 
ing piece of work. 

As is true for so many worthy discoveries 
in clinical genetics, the study began with 
the authors’ curiosity about some accident- 
ally observed cases, in this instance during 
an inspection of institutions for mental de- 
fectives in the North-Swedish county of 
Vasterbotten. Despite the subsequently es- 
tablished rareness of the syndrome (28 cases, 
14 alive at the time), careful analysis and 
registration of even the rarest genetic en- 
tities were considered important by the au- 
thors “from both theoretical and practical 
aspects, and not least in providing a basis 
for biochemical and serologic studies of the 
disturbances in the normal vital processes 
occasioned by detrimental genes, and hence 
for the understanding of these normal 
processes.” 

Consequently, all ascertainable cases were 
subjected to the strictest genealogical scru- 
tiny reaching back for six centuries. The 
clinical investigations of the living patients 
included histologic examination of the skin, 
muscle biopsy, electromyography, electro- 
encephalography, electroretinography, and 
biochemical and serological analysis. 

In all cases examined, the skin disease 
proved to be specific; the mental deficiency 
low-grade, with no signs of mongolism, 
cretinism, microcephaly or phenylpyruvic 
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disease; and the spastic disorder typical of 
Little’s disease, with no ataxia. Endocrine 
tests were normal, but a slowly progressing 
degeneration of the pigmented epithelium 
of the macula was revealed ophthalmologi- 
cally. 

The results of the careful and instruc- 
tively described genetic analysis pointed to 
a single-factor (autosomal, recessive) type of 
inheritance with complete penetrance. It 
seemed that “for a great majority of the 
patients the disease had its origin in a 
single gene mutation that was present in 
one heterozygote about 600 years ago.” 

As has recently been demonstrated by 
Geoffrey Dean’s porphyria studies in South 
Africa, painstaking genetic investigations of 
this kind may prove to be of practical and 
theoretical value far beyond all original ex- 
pectations. Furthermore, by serving as 
methodological models, they may have an 
inspiring effect on research workers in all 


medical fields, and provide important sup- 
plementary information for general popu- 
lation studies, broader in design but less 
specialized in nature—JOHN D. Ratner, 
M.D., Department of Medical Genetics, 
New York State Psychiatric Institute, Co- 
lumbia University. 


PATTERNS OF ABNORMAL 
BEHAVIOR 


By Max L. Hutt and Robert Gwyn Gibby 
New York, Allyn and Bacon, 1957. 452 pp. 


This book is prepared for a specific al- 
though somewhat general purpose. The 
authors state that it is for a general educa- 
tion course, terminal in character, designed 
for students in diverse fields including psy- 
chology, education, pre-medicine, law, jour- 
nalism, sociology, mental hygiene and hos- 
pital administration. It further states that 
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the entire educated public needs to be 
familiar with the issues of mental health. 

With this in mind, the material fills a gap 
in the literature and should facilitate a 
clearer, better stated way of using normal 
developmental patterns as a frame of refer- 
ence from which deviant behavior may be 
examined and understood. The book is 
very readable and its organization is well 
planned to interest the reader in human 
growth and human relations throughout 
life. The language is for the most part 
clear and understandable although at times 
the authors do assume more knowledge on 
the part of the reader than probably actu- 
ally exists. 

Most of the explanations and the use of 
illustrations are extremely good. There are 
a number of places, however, where there is 
much less clarity. One of the examples of 
this is the chapter on defense mechanisms 
where the explanation of projection is 
clearly given and in such a way that any 
educated lay reader could understand it 
and where the explanation. of introjection 
is scant and likely to leave the reader in 
some doubt as to what is meant by this 
term. This unevenness in dealing with the 
material in the book appears in a number 
of places and detracts from the value of this 
particular writing. 

In general, the material is presented in a 
fair, open-minded way with evidence of a 
great deal of thoughtfulness and good docu- 
mentation and with a valuable bibliog- 
raphy. In places where the book is slightly 


weak in its explanations, well-chosen refer- 
ence to articles and other material in the 
bibliography can lead the reader to find 
clarity about the concepts in question. The 
inclusion of chapters on aging and team- 
work are extremely valuable in a book of 
this kind, since in each case they focus the 
reader on aspects of human growth and 
development and ways of understanding it 
which are to date seriously lacking. The 
chapters on psychotherapy both for children 
and adults are especially well written, with 
language that should lead to a much clearer, 
unbiased understanding of these ap- 
proaches. It properly stresses the kind of 
training necessary to carry out psychother- 
apy adequately and it explains well the in- 
dividuals in our population for whom this 
would be of benefit; indirectly it adds a 
very clear implication that psychotherapy 
has much to contribute to the maintenance 
of good human adjustment as well as to the 
treatment of maladjustments of different 
kinds. 

On the whole, this is a book that this 
reviewer can recommend highly both to the 
readers for whom it is intended, and to the 
professional worker, no matter how well 
trained, as an encouragement for him to 
focus his thinking on the relationship of 
various personality theories to a normal 
human developmental frame of reference 
to the end of gaining better understanding 
of human behavior and human adjustment. 
—W. Mason Matuews, PuH.D., Merrill- 
Palmer School, Detroit. 
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RESEARCH 


Additional evidence of a chemical abnor- 
mality in the central nervous system of 
schizophrenic patients has been reported by 
Dr. Samuel Bogoch of the Massachusetts 
Mental Health Center and the Harvard 
Medical School. He is conducting his re- 
search under a grant made by the Supreme 
Council, 33rd Degree Scottish Rite Free- 
masonry, Northern Masonic Jurisdiction, 
through the National Association for Men- 
tal Health. 

Dr. Bogoch reported to the Boston So- 
ciety of Psychiatry and Neurology that his 
studies showed the cerebrospinal fluid of 
schizophrenic patients contained lower 
quantities of neuraminic acid than those 
normally present in  non-schizophrenic 
adults. He cautioned, however, that the 
evidence so far does not permit any conclu- 
sions about the cause-and-effect significance 
of his finding. 


The Bank Street College of Education in 
New York City has received a $1,000,000 
grant from the National Institute of Mental 
Health to study the role of primary schools 
in building mental health. A 5-year re- 
search program will investigate methods by 
which the schools may help normal children 
develop personalities best equipped to cope 
productively with the demands of modern 
living. 


Research on the experience of student 
nurses in psychiatric hospital training is 
being conducted by the Connecticut State 
Department of Mental Health at Norwich 
State Hospital. ) 

In an attempt to discover what factors in 


the students’ backgrounds most significantly 
affect their adjustment to psychiatric train- 
ing, researchers are studying the differences 
in hospitals where the nurses-to-be received 
their training and their age, education, 
socio-economic status, intelligence, psycho- 
logical and achievement test results and 
their grades on state board examinations. 

The American Nurses’ Foundation is 
subsidizing the study with a grant of $8,400. 


The California legislature has directed the 
state education department to make a study 
of problems relating to emotionally dis- 
turbed children in the public schools. Re- 
searchers will determine the criteria now 
used to identify these children, develop di- 
agnostic standards, evaluate the effective- 
ness of present school programs for the 
children, determine the relationship be- 
tween early identification of the children 
and their rehabilitation, and analyze the ad- 
ministrative and financial problems in the 
development and operation of successful 
programs for these children. 

A $68,000 appropriation has been au- 
thorized for the first year of the study, di- 
rected by Dr. Eli M. Bower, formerly men- 
tal hygiene consultant with the state 
education department. 


The Tennessee Department of Mental 
Health and the University of Tennessee 
will join in the operation of a research 
center for basic and clinical studies of ab- 
normal chemical conditions associated with 
mental illness. Research will deal particu- 
larly with schizophrenia, but also with 
other conditions where disturbances in body 
chemistry are thought to contribute to dis- 
orders such as alcoholism. 
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Dr. Cyril J. Ruilmann, state mental 
health commissioner, said Tennessee would 
spend $50,000 to set up the center and 
about $10,000 a year to operate it. The 
university will share the operating costs. 


* - * 


A recent survey of illnesses among seamen 
in the U. S. merchant marine disclosed an 
increase in the number of psychologically 
disturbed men. 

The survey, issued by Bruno J. Augenti, 
president of the Marine Index Bureau, was 
based on insurance reports. It showed 462 
cases of psychoneurosis among 58,500 sea- 
men of the active merchant marine in 1957, 
for a rate of 0.79%. Mr. Augenti said the 
percentage of mental cases in 1954 was 0.36; 
in 1955, 0.45, and in 1956, 0.55. 


LEGISLATION 


Congress voted $52,419,000 for the National 
Institute of Mental Health for fiscal 1959— 
$13,000,000 more than last year. Most of 
the increase will go into research grants and 
training programs. 

Congress earmarked $4,000,000 of the in- 
crease for research in psychopharmacology. 
The additional funds will enable the in- 
stitute to expand basic research on the ef- 
fects of drugs on the mentally ill and to 
speed the development of screening tech- 
niques used in determining the effective- 
ness of particular drugs on particular 
patients. 


The Michigan house of representatives 
voted 82-0 to use vacant beds in state 
tuberculosis sanatoria for the care of men- 
tal patients. Rep. Willard I. Bowerman, 
Jr., says the legislation would help solve the 
state’s pressing need for more mental health 
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facilities. Sen. John P. Smeekens is work- 
ing for senate approval of the bill. 


Findings in the most comprehensive exami- 
nation of criminal and civil laws affecting 
the mentally ill ever undertaken in this 
country or abroad will be reported soon by 
the American Bar Foundation. 

The report will include a state-by-state 
analysis of statutes, administrative regula- 
tions and court cases on commitment, in- 
competency, domestic relations, personal 
and property rights, sterilization, psycho- 
pathy and insanity as a defense in criminal 
law. 

According to Nicholas N. Kittrie, director 
of the foundation’s project on the rights of 
the mentally ill, this is the first time an at- 
tempt has been made to evaluate the inter- 
relationships of these laws. 

The foundation also expects to carry on 
field studies of actual practices, beginning 
with commitment, to see if day-to-day oper- 
ations of the laws achieve their objectives. 
So far, research conducted by the founda- 
tion has exposed many deficiencies in the 
laws, and great diversity between written 
law and actual practice. It has also dis- 
closed basic conflicts between the legal pro- 
fession and other professions concerned 
with the mentally ill. 

Eventually the foundation expects to 
draw up model legislation based on its 
research findings. 


A national legislative service was created by 
the board of the National Association for 
Mental Health at its June 21-22 meeting. 
Judge Luther Alverson, NAMH president 
and board chairman, was authorized to ap- 
point a national legislative committee. 

The purpose of the new program is to 
provide mental health associations with in- 





formation and guidance on federal and 
state legislation bearing on NAMH’s basic 
objectives: “to work toward the improved 
care and treatment of the mentally ill and 
handicapped; for improved methods and 
services in research, prevention, detection, 
diagnosis and treatment of mental illnesses 
and handicaps; and for the promotion of 
mental health.” 


CARE AND TREATMENT 


The Connecticut Mental Health Depart- 
ment has received a federal grant of $39,819 
to establish a psychiatric service for ado- 
lescents and young adults in the New Haven 
county jail. 

The project, subsidized by the National 
Institute of Mental Health, calls for psy- 
chiatric screening and diagnosis, care and 
treatment where indicated, follow-up and 
after-care, and psychiatric consultation to 
jail personnel. 

The service will focus on 16- to 25-year- 
olds of both sexes. Close to 800 are jailed 
each year for an average stay of about six 
months. 

Public psychiatric services neglect this 
age group, according to Acting Mental 
Health Commissioner Elias J. Marsh. 
Although psychiatric services are fairly 
common in state prisons, federal peniten- 
tiaries and reform schools, Commissioner 
Marsh believes Connecticut’s is the only 
program of this kind in a county jail. 

“The new service is intended to provide 
psychiatric help at what may be the ado- 
lescent’s last barrier against a fixed course 
in crime,” he said. 


For a large proportion of psychiatric pa- 
tients hospitalization is unnecessary and 
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outpatient treatment entirely effective, ac- 
cording to a study conducted by an English 
mental hospital. 

In 10 months family doctors referred 
1,192 patients—376 men and 816 women— 
to Graylingwell Mental Hospital in Chi- 
chester. Nearly a quarter of the patients 
were 65 or over. Instead of admitting them 
to the hospital, the staff treated them in 
their homes or in the outpatient clinic, 
some with drugs, others with electroshock 
or insulin, still others with individual or 
group psychotherapy. 

As a result, admissions to the main hos- 
pital fell by almost 60% and to a neighbor- 
ing mental hospital by 77%. Outpatient 
treatment proved effective in preventing 
the hospitalization of the elderly patients, 
most of whom suffered from depression and 
were especially reluctant to enter a hospital. 

Graylingwell’s psychiatrists pointed out 
that the success of such a plan depends on 
good public relations, cooperative patients 
and a favorable home atmosphere. 


* * * 


A recent study of 253 patients entering 
Mount Sinai, a general hospital in New 
York, for treatment of physical illnesses 
showed 2 out of 3 were suffering psychiatric 
disorders of which they and their families 
were unaware. 

Dr. M. Ralph Kaufman, director of the 
hospital’s psychiatric department, said diag- 
nosable psychiatric disease was found in 
169 of the 253 patients. A total of 36% 
(91 patients) suffered from a psychoneuro- 
sis, 13.7% (35 patients) from a character 
disorder, 5.5% (14 patients) from overt or 
latent schizophrenia, and 5.1% (13 patients) 
from senility with or without psychosis. 

Among patients admitted for illnesses 
of psychosomatic origin—duodena! ulcers, 
asthma, colitis, etc—85% had a diagnosable 
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psychiatric illness. Of those whose symp- 
toms created a medical diagnostic problem, 
89%, had a diagnosable psychiatric illness. 
Dr. Kaufman also found that those with- 
out psychiatric diseases were less likely to 
be markedly disturbed by their physical 
illness than were those with a neurosis. 


Delaware has opened the first state-sup- 
ported day care center for severely mentally 
retarded children in the U. S. Only the 
most helpless of the mentally retarded are 
accepted for care—from 9 to 5 five days a 
week. The purpose is 2-fold: 


@ To try to train the children in the basic 
phases of self-care. 


@ To relieve their parents of the constant 
strain of taking care of them at home. 


This is the first of a series of centers to 
be set up throughout Delaware under the 
jurisdiction of Dr. M. A. Tarumianz, state 
mental health director. 


Seven New Jersey psychiatrists have re- - 


turned from England where they studied 
the administration of Britain’s famed open 
mental hospitals. They paid particular at- 
tention to the operation of patient govern- 
ment, the therapeutic influence of unlocked 
wards and the significance of warm relations 
between British mental hospitals and the 
communities served. 

The group included Dr. Archie Crandell, 
medical superintendent of Greystone Park 
State Hospital; Dr. Harry H. Brunt, Jr., 
medical director of New Jersey's newest 
psychiatric hospital at Ancora; Dr. Robert 
E. Bennett, medical director at the state’s 
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Neuropsychiatric Institute; Dr. J. Berkeley 
Gordon, medical director of Marlboro State 
Hospital; Dr. Harold S. Magee; Dr. Paul 
Haun, director of psychiatric education in 
the New Jersey Department of Institutions 
and Agencies, and Dr. Robert S. Garber, 
president of the New Jersey Neuropsychi- 
atric Association. 

The on-the-spot study, financed by the 
Milbank Memorial Fund, was one result of 
a series of lectures here last winter by Dr. 
Bertram Mandelbrote, outstanding English 
psychiatrist. During his visit to this coun- 
try, which was arranged by Dr. George S. 
Stevenson, editor of Mental Hygiene, Dr. 
Mandelbrote stimulated considerable inter- 
est in the open hospital, and soon after- 
wards an account of his experiences in un- 
locking the doors of a Gloucester mental 
hospital appeared in the January 1958 issue 
of Mental Hygiene. 

As a result of a similar tour last year for 
New York state hospital superintendents, 
important changes were made in the opera- 
tion of these hospitals, and several New 
Jersey hospitals have already established 
unlocked wards. 


In what is believed to be the first program 
of its kind in the U. S., three state mental 
hospitals on Long Island are using the facil- 
ities of a mental health association for. the 
treatment of patients released after hospital- 
ization for mental illness. 

Staff members of Pilgrim, Central Islip 
and Kings Park State Hospitals are treating 
patients in an after-care treatment center set 
up on the second floor of the building hous- 
ing the Mental Health Association of Nas- 
sau County, N. Y. The hospitals supervise 
the program and supply all drugs, equip- 
ment and personnel. 

One big advantage, besides the central 





location, is the atmosphere of the building. 
Many former mental patients who dreaded 
going back to the hospital for follow-up 
treatments are much more willing to come 
to the business-like office building. 

The mental health association expects at 
least 240 patients to use its facilities, most 
of them once a week. Their treatment 
varies, with some receiving drugs, others 
psychiatric counseling. 

In another move to expand community 
services to the mentally ill of Nassau 
County, the mental health association con- 
vinced trustees of a new general hospital in 
Valley Stream of the necessity of providing 
at least 24 beds for psychiatric patients. 
This doubles the facilities for hospital treat- 
ment of the mentally ill in the county and 
marks the first time beds have been made 
available for mental patients in a local 
volunteer general hospital. 


Taking advantage of the opportunity to see 
a modern mental hospital in action, 1,400 
visitors attended an open house at South 
Florida State Hospital in Hollywood on 
Mental Health Sunday, April 27. 

Greyhound buses loaded with relatives, 
friends and visitors from Miami and other 
southeastern Florida points were met at the 
Hollywood station by volunteers who pro- 
vided transportation the rest of the way to 
the hospital. 

The hospital’s master plan focuses atten- 
tion on the individual as much as possible. 
Patients live and are treated in small 1-story 
buildings connected by covered walkways. 
Each building has its own patio or recrea- 
tion yard. 

The receiving section, heart of the hos- 
pital, has wards for intensive treatment of 
the acutely ill with a favorable prognosis. 
It is connected by open loggias with six 
$2-bed convalescent cottages. 
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When completed, the $15,000,000 plant 
will provide 1,600 beds. 


REHABILITATION 


The Hogg Foundation for Mental Health 
of the University of Texas is undertaking a 
major study of the problems of discharged 
or furloughed mental hospital patients as 
they attempt to readjust to community liv- 
ing. For two years an observation team com- 
posed of a psychiatric social worker and a 
social scientist will study patients in four 
communities of less than 50,000 population. 
The study team will not be concerned with 
medical problems or therapy but will work 
for “understanding of the adjustment prob- 
lems which the patient meets in attempting 
to bridge the gap between the mental hos- 
pital and the resumption of normal family 
and community living.” 


TRAINING 


Universities and state mental hospitals in 
the western part of the U. S. are developing 
an interstate telecommunication network to 
provide in-service training for all psychi- 
atric workers in the region. The aim is to 
link the teaching and research going on at 
the university training centers with the 
treatment programs in the hospitals and to 
break down the hospitals’ geographic and 
pyschological isolation. 

The project is similar to that carried on 
by the University of Nebraska for midwest 
institutions. 

Under the plan, lectures, case seminars 
and other teaching activities originate at 
any western hospital or university. Listen- 
ers in other institutions interrupt with a 
question or participate in the discussion 
and are heard throughout the circuit. 
Visual aids and background information 
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are distributed beforehand whenever 
possible. 

The pilot project links the University of 
Utah and state hospitals in Provo, Utah; 
Evanston, Wyo.; Blackfoot and Orofino, 
Idaho; Warm Springs, Mont., and Reno. 


* * * 


The downstate medical center of the State 
University of New York has announced a 
program to train researchers in psychiatry 
leading to the degree of doctor of medical 
science. It is open to M.D.’s who have 
completed three years of residency training 
in psychiatry. 


Ten years ago only 19 U. S. medical schools 
provided general undergraduate training in 
psychiatry; today 82 schools of medicine 
and 6 schools of osteopathy now teach psy- 


chiatry, according to the U. S. Public 
Health Service. 


To enable s:a members of southern men- 
tal hospitals to observe new or unusual 
methods of treatment, administrative or 
training programs in other hospitals, the 
National Institute of Mental Health has 
made a sizable grant to the Southern Re- 
gional Education Board. The grant totals 
$42,000 for 1958-59, $48,000 for 1959-60. 

Applications for individual grants not to 
exceed $500 should be made to SREB 
through the administrator of the applicant's 
hospital. 


PUBLIC INFORMATION 


As a feature of its 50th anniversary year the 
Connecticut Association for Mental Health 
presented a series of five television programs 
titled “New Frontiers in Mental Health” 
over station WNHC-TV, New Haven. 
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The programs described new trends in 
delinquency control, drug treatment and 
rehabilitation of mental patients, and 
citizen action on behalf of the mentally ill. 
They featured talks by mental health lead- 
ers, film clips showing patients responding 
to drug therapy, and the personal appear- 
ance of a former mental patient, now an 
attractive and successful businesswoman. — 

The series has been kinescoped and dis- 
tributed nationally by Smith Kline & French 
Laboratories’ mental health education unit. 


The May 18 telecast of ““The Key,” NAMH 
film about mental illness, was carried by 96 
television stations throughout the country, 
the National Broadcasting Company re- 
ports. This exceeds the number which 
carried the moving “Out of Darkness” two 
years ago. 


MEETINGS 


Adlai E. Stevenson will deliver the major 
address at a banquet sponsored by the Na- 
tional Association for Mental Health No- 
vember 20 in Kansas City, Mo. The event 
will be the highlight of the association’s 8th 
annual meeting and National Mental 
Health Assembly, scheduled for November 
18-21. 

The annual assembly will be preceded 
November 16-18 by a national training 
conference sponsored by NAMH for execu- 
tive directors of state and local mental 
health associations. 

All assembly sessions will focus on the 
main theme of recruiting and training 
thousands more volunteers for service in 
the fight against mental illness—for direct 
service to patients and their families and 
for work on boards and committees of 
mental health associations. 

In four half-day workshops, participants 





will discuss services provided by mental 
health associations to the hospitalized pa- 
tient and the homecoming patient, services 
designed to promote and maintain mental 
health, and methods of telling the mental 
health story. 

Plans for the 1959 Mental Health Cam- 
paign will be reviewed at a luncheon ses- 
sion Wednesday the 19th. 

National board meetings are scheduled 
for Tuesday the 18th and Friday the 2Ist. 
Delegates are to transact association busi- 
ness at sessions Tuesday and Thursday the 
20th. 

Mental health films will be previewed 
Thursday and Friday mornings at the 
breakfast hour. 

Social events jn addition to the Thursday 
banquet will be buffet suppers Tuesday, a 
reception Wednesday and a final luncheon 
Friday. 

All sessions will be held in the Hotel 
Muehlebach. 


The health of America’s workers will be 
the subject of the 1959 National Health 
Forum. It will be held in Chicago next 
March under the auspices of the National 
Health Council and its member agencies, 
including NAMH. 


A total of 53 leading educators and other 
professional workers participated in a Na- 
tional Assembly on Mental Health Educa- 
tion held September 10-13 at Cornell Uni- 
versity. It was jointly sponsored by the 
American Psychiatric Association and the 
National Association for Mental Health. 
A project of Pennsylvania Mental Health, 
Inc., NAMH affiliate, the assembly was the 
first of its kind so far as is known. 
Participants included educators, psychol- 
ogists, psychiatrists, communications ex- 
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perts, sociologists, social workers and others 
influential in mental health education. 

The main purpose of their deliberations 
was to be of assistance to the citizens’ mental 
health movement by: 


@ Identifying as relatively useful or not use- 
ful the current assumptions, concepts and 
goals of mental health education. 


@ Suggesting mental health education’s fu- 
ture course. 


@ Indicating what significant research on 
mental health education can and should 
be carried out. 


All sessions of the assembly were recorded 
and a report will be prepared which is ex- 
pected to have a considerable impact on 
mental health education in the future. The 
report, which will be given the widest pos- 
sible distribution, will also serve as the 
basis for an institute next year for key per- 
sonnel of state and local mental health 
associations. 


The present status and potentialities of vol- 
unteer services to mental patients in hos- 
pitals and other community facilities were 
explored in a 5-day conference held June 
12-17 in Chicago. 

The conference, which took place after a 
year of preparation, was administered by 


the American Psychiatric Association, 
financed by a $50,000 grant from the Na- 
tional Institute of Mental Health, and co- 
sponsored by the American Hospital Asso- 
ciation, American National Red Cross, 
National Association for Mental Health, 
and Veterans Administration. Dr. Daniel 
Blain, then APA medical director, and Dr. 
Harvey Tompkins, chairman of the APA 
committee on standards for mental hos- 
pitals and clinics, were co-chairmen of the 
conference. 
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More than 60 mental health leaders took 
part, including state mental health commis- 
sioners, mental hospital superintendents, 
coordinators of volunteer service programs, 
executives of national voluntary service or- 
ganizations, hospital chaplains, occupa- 
tional and recreational therapists, and staff 
members of mental health associations. 

This was a working conference devoted 
to a critical evaluation in small groups and 
plenary sessions of the reports of four prep- 
aratory commissions. The object of the 
preparatory work was to assemble all pos- 
sible information about existing volunteer 
programs including, for example, how many 
volunteers work in what kind of hospitals 
and community agencies; what kinds of 
work they do; what is judged to be their 
unique contribution over and above rou- 
tine assistance to staff members; what spe- 
cial qualities volunteers have; how they fit 
into the administrative operation of the 
hospital; how they are recruited, and what 
potential contribution they might make in 
the context of the growing integration of 
the mental hospital and the community, 
specifically as regards assistance to the men- 
tally ill both before and after hospitaliza- 
tion. 

Much discussion centered on the findings 
of a comprehensive questionnaire sent to 
psychiatric institutions of all types—federal, 
state and private mental hospitals and state 
and private schools for mentally retarded. 
This study was intended to gather basic 
data about existing volunteer programs, to 
ascertain their accomplishments, goals and 
limitations. While the study brought out 
many useful facts and opinions about vol- 
untary service, members of the conference 
found that the material revealed trends 
rather than precise data—mainly because 
most hospitals have had volunteer programs 
for a relatively short time and because these 
programs are growing and developing so 
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rapidly that it is difficult to obtain accurate 
statistical information. 

The survey revealed that the 43,000 regu- 
lar and occasional volunteers in psychiatric 
institutions are working in nearly all de- 
partments and are performing a great vari-' 
ety of tasks. The majority are reported by 
recreational and occupational therapy de- 
partments, since many groups come in to 


provide entertainment, special parties and 


such. There are also a sizable number of 
regular volunteers who work in a direct 
person-to-person relationship with patients, 
and others who assist the staff with clerical 
and administrative duties. 

The fact-finding group uncovered the ex- 
istence of many unusual types of volunteer 
contribution, which might well be devel- 
oped as the programs continue to expand 
and mature. 

Members of the conference agreed that 
apart from top administrative acceptance 
and support a director of volunteers is the 
main factor in assuring the success of a 
volunteer program. Careful administrative 
planning is essential. Volunteers must be 
clearly informed of the hospital’s policies 
regarding their work and the over-all vol- 
unteer program. 

Discussion of costs prompted the comment 
from one participant that a volunteer pro- 
gram probably offers the “best bargain for 
the hospital dollar.” Certain recruitment 
and training expenses are inevitable, as is 
an increase in administrative overhead. In- 
surance coverage was found to vary in dif- 
ferent organizations and sections of the 
country. It was suggested that a thorough 
study be made of insurance plans to cover 
volunteers and that certain groups, includ- 
ing the APA and the Council of State Gov- 
ernments, might examine the question of 
workmen’s compensation for volunteers in- 
jured on the job. 

Members of the conference agreed that 





volunteers can be used anywhere in the 
hospital depending upon their qualifica- 
tions and personalities, but that as a policy 
they should not replace paid personnel. 
In general, volunteer services should be 
used to meet the needs of the patients 
rather than the needs of the hospital. 

Discussion of recruitment and training of 
volunteers also emphasized meeting the 
human and material needs of the patients. 
The needs of the volunteers themselves were 
also considered, however, and several rec- 
ommendations concerned recognition of 
volunteer services. Recognition, it was 
pointed out, should include not only certifi- 
cates and awards, but sincere appreciation 
by the hospital administration of the vol- 
unteer’s contribution, and increased respon- 
sibility where individual ability and interest 
make it desirable. 

Good training and supervision were de- 
clared vital to a good program. Placement 
of a volunteer where he can do the most 
good and thus get the most satisfaction is 
mandatory. In general, it was decided this 
should be the responsibility of the hospital’s 
director of volunteers, although it is also 
important that the heads of other depart- 
ments wholeheartedly accept the assignment 
of volunteers to their specific areas. 

Members of the conference agreed that 
the quality of volunteers is more important 
than the number, and emphasized that re- 
cruiters are not limited in their search for 
quality volunteers. All segments of the com- 
munity are potential resources for first-rate 
people. Mentioned as untapped “volun- 
teer pools” were labor unions, college stu- 
dents and personnel officers in industry. It 
was suggested that personnel officers often 
know of retired people (especially men, for 
whom there is a great need) who would be 
glad to offer time and talents. 

If it is true that hospital volunteer pro- 
grams are still in the stage of growth and 
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expansion, community programs of service 
to psychiatric patients are in an even earlier 
stage of development, the preparatory com- 
mittee discovered. It found, however, many 
examples of dynamic direction and eager 
participation. 

The conference pointed out that a vol- 
unteer who works with psychiatric patients 
in the community will have a better knowl- 
edge of the subject if he has already had 
experience in a psychiatric facility. Fur- 
thermore, the group felt that once a hospital 
has started a volunteer program, it should 
work actively to extend this program into 
the community, thus achieving continuity 
of treatment and help for the patients and 
a group of experienced volunteers in the 
community. 

These community volunteers can accom- 
plish a great deal: they can establish a 
therapeutic relationship with ex-patients 
and their families; they can organize new 
community facilities to assist ex-patients in 
their readjustment to community life; they 
can assist in discovering job opportunities 
(although the conference felt that job place- 
ment and follow-up should continue to be 
the responsibility of paid professional 
workers); they can do a great deal, directly 
and indirectly, in educating the general 
public about mental illness; finally, they 
can do much to implement social and legis- 
lative action on behalf of the mentally ill 
and the mentally retarded. (It was noted 
that community programs for the mentally 
retarded seem to be better organized than 
do those for the mentally ill.) 

At the final session of the conference a 
6-man editorial board was appointed from 
the membership to work with Mrs. Natalie 
Spingarn, a professional writer, in prepar- 
ing a book based on the conference findings. 
The two co-chairmen, Dr. Blain and Dr. 
Tompkins, will represent APA; Dr. John . 
Blasko, VA; Miss Mary Mackin, NAMH; 
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Mrs. Katherine Mills, ARC; and Mrs. Viola 
Pinanski, AHA. Mrs. Ruth Knee of NIMH 
will serve as ex-officio consultant to the 
editorial board. 

Until the publication of the book the 
preparatory materials and documents con- 
taining the deliberations at Chicago will 
remain the property of the conference and 
will be released to individuals only upon 
approval by the editorial committee. 

The steering committee representing the 
five co-sponsoring organizations of the con- 
ference will continue in existence to con- 
sider a follow-up public meeting based on 
the findings of the conference. It is antici- 
pated that representatives from all inter- 
ested agencies will be invited to attend this 
meeting, which will feature national speak- 
ers but will center mainly on audience 
participation. The basic purpose of the 
public meeting will be to implement the 
work of the conference and to promote en- 
thusiasm and publicity about volunteer 
services to psychiatric patients. 

The public meeting will be held some- 
time within the next year in conjunction 
with the publication of the book. The date 
will be announced later. 


APPOINTMENTS 


On September 1 Dr. Mathew Ross suc- 
ceeded Dr. Daniel Blain as medical director 
of the American Psychiatric Association. 


Dr. Blain, medical director since 1948, 
joined the Western Interstate Commission 
for Higher Education on September 15 as 
director of its mental health training and 
research project. 

Dr. Ross, 41, has been assistant clinical 
professor of psychiatry and psychology at 
the UCLA Medical Center. For several 
years he has been in private practice in Los 
Angeles and has also served as attending 
psychiatrist at a number of hospitals. 
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He is a native of Massachusetts and was 
graduated from Tufts Medical School in 
Boston. He received his residency training” 
at the Brentwood VA Hospital in Cali- 
fornia and had three years of training with 
the Los Angeles Psychoanalytic Institute. 

He has been an APA member since 1948 
and a fellow since 1953. He is also a mem- 
ber of the Group for the Advancement of 
Psychiatry’s committee on college students. 

During his decade of service with APA, 
Dr. Blain received national and interna- 
tional recognition for his contribution to 
the attack on mental illness and the promo- 
tion of mental health. In announcing 
his appointment, Dr. Harold Enarson, 
WICHE'’s executive director, said Dr. Blain 
had been encouraged to take the new post 
by expressions of support from western gov- 
ernors, legislators, educators, public health 
officials, mental hospital superintendents 
and prominent laymen. 

WICHE'’s interest in mental health dates 
back to 1954 when legislators from 11 west- 
ern states and Alaska requested the Council 
of State Governments and the commission 
to undertake a regionwide survey of mental 
health training and research. As a result 
of this survey and with a grant from the 
National Institute of Mental Health, 
WICHE organized the Western Mental 
Health Training and Research Council. 
The council has the following aims: 


@ To help hospitals and universities of the 
West do a better job of training mental 
health specialists. 


@ To work for the establishment of new 
training centers. 


@ To encourage researchers to find new 
ways to ease the burden of mental illness, 
especially through cooperative projects. 


@ To encourage the states to share experts 
and facilities. 





Dr. John D. Benjamin, a psychiatrist affili- 
ated with the University of Colorado’s 
school of medicine, has been appointed to 
the National Advisory Mental Health 
Council. 

The council’s 12 members are leaders in 
medicine, science, education and public af- 
fairs. Their duties during their 4-year 
terms consist of giving advice and making 
recommendations to the Surgeon General 
of the U. S. Public Health Service regarding 
NIMH programs. 


PUBLICATIONS 

Three articles on the open mental hospital 
appear in a new brochure, An Approach to 
the Prevention of Disability from Chronic 
Psychoses, published by the Milbank Mem- 
orial Fund. The articles are “Ingredients 
of a Rehabilitation Program” by Dr. Robert 
C. Hunt, “Hospital‘Community Relation- 
ships”. by Dr. Duncan Macmillan and “Le- 


gal and Administrative Implications of 

Rehabilitation” by Dr. Robert H. Felix. 
The brochure reports the proceedings of 

the 34th annual conference of the Milbank 


Memorial Fund, 1957, Part 1. ‘+t is avail- 


able for $1 from the fund. 


A report on a survey of New York City’s 
mental health consultant and education 
services has been published by the Com- 
munity Council of Greater New York. The 
study was made for the city’s Community 
Mental Health Board. 

The report is available for $3 a copy 
from the council’s publication division at 
345 E. 45th St., New York 16. 


A new pamphlet which asks, and tentatively 
answers, the question—when does a person 
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need to change?—has been published by the 
Hogg Foundation for Mental Health at the 
University of Texas. 

The pamphlet, written by Robert L. 
Sutherland of the foundation, briefly dis- 
cusses 15 slight danger signals indicating 
that a person may need to change: system- 
atizing everything, resenting evaluation, 
nagging, procrastinating and so on. 

The pamphlet also reviews various ap- 
proaches to change—psychotherapy, role- 
playing, milieu therapy and others. A 
short list of suggestions for further reading 
includes an NAMH publication, How to 
Deal with Your Tensions. 

Copies of Can an Adult Change? are avail- 
able for 25¢ each from the Hogg Founda- 
tion for Mental Health, University of 
Texas, Austin 12. 


Readers of Mental Hygiene will be de- 
lighted to learn that an error of noteworthy 
proportions was made in the July issue. In 
attributing the quotation on page 353 we 
referred, woefully, to the “late” Homer 
Folks, standard-bearer of American social 
work for half a century and more. 

We are happy to take this opportunity to 
note now that the hardy Mr. Folks is 91. He 
lives with his daughter, Mrs. Lawrence M. 
Orton, at 26lst St. and Palisades Ave., in 
Riverdale, N. Y. It is a source of consid- 
erable satisfaction to him that his views on 
the community’s responsibility for the men- 
tally ill are as valid today as when he voiced 
them in 1911. 

A collection of Mr. Folks’ addresses and 
writings on mental health and other sub- 
jects will soon be published, as Public 
Health and Welfare—The Citizens’ Re- 
sponsibility, by Macmillan. 
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